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Abstract 
The aim of this research was to understand staff views and experiences of using 
psychological formulations in mental health services. A systematic review was 
conducted utilising a Thematic Synthesis to combine findings from qualitative studies 
on staff experiences of participating in team formulations. The review also aimed to 
provide a quality appraisal of the included research using the Critical Appraisal Skills 
Programme qualitative checklist. The review examined 16 qualitative papers which 
were of a mixed quality and in some instances there was an insufficient amount of detail 
to complete an accurate assessment. The review highlighted the importance of team 
formulation in general practice for enhancing staff understanding of service users but 
also improving professional confidence and validation. The review also highlighted 
some barriers to staff practicing team formulation. An empirical study was conducted to 
further identify discourses of community mental health staff regarding psychological 
formulation in their everyday practice. Focus groups were completed with staff in three 
different multidisciplinary community mental health teams, with the discussions 
subsequently analysed using a critical discourse informed approach. Discourse topics 
were identified relating to the importance of storytelling, the role of power and 
hierarchy, trauma and exclusion of the individual and staff struggles, burnout and 
constraints. Four overlapping major discourses were found in the research, with the 
study highlighting the positive impacts that formulation can have on staff but 
emphasising the role of power in mental health settings. The findings from both studies 
were critically discussed and evaluated. 
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         Chapter One 
Introduction 
Formulation is the process of constructing a shared ‘best guess’ understanding of the 
origins of an individual’s difficulties taking into account their life events, social 
circumstances, relationships and what sense they make of them (Johnstone, 2018). 
Professional practice guidelines posit that formulation can have other benefits, such as 
helping the service user feel understood and providing an overall map of the person 
(Division of Clinical Psychology, 2011). Psychological formulations are now embedded 
as a core competency of a psychologist’s clinical practice (British Psychological 
Society, 2010; Health Care Professions Council, 2012). In addition to individual 
formulations, teams have begun to participate in formulations together (Johnstone, 
2013). Research has suggested that mental health practitioners have found this process 
helpful, but the research field is sparse (Johnstone, 2018).  
 As already alluded to, there are several different approaches to formulation in 
practice. Traditionally formulations are facilitated within individual one-to-one therapy 
sessions, with the clinician bringing the research and evidence-based knowledge and the 
service user contributing the expertise on their own life and experiences (Johnstone, 
2018) creating a ‘collaborative empiricism’ (Beck, 1995). Individual formulations 
primarily act as a way of working with a service user to make sense of what has 
happened to them in the past and how this may affect them going forward (Johnstone, 
2018).  
 The process of facilitating formulations as a team or as a group of professionals, 
is beginning to become common practice (Johnstone, 2018). Attempts have been made 
to define this process but due to its fluid nature, team formulations are generally defined 
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through their function as being to enable team members to develop a shared 
psychological understanding of presenting difficulties; summarises their nature, 
explaining their development and maintenance, and guiding intervention planning 
(Geach, Moghaddam & De Boos, 2018). Team formulations should take place with the 
service user present, to enable their voice to be heard and to contribute their own unique 
expertise, however in practice staff only team formulations are frequently facilitated. 
Throughout this portfolio team formulations are generally defined as being meetings of 
professionals which are focused upon making sense of an individual service user’s 
difficulties, these have been included with or without a service user presence. This 
definition does not include reflective practice groups which are focused on more broad 
difficulties or issues that staff may have in general when working with service users.  
 The current study explores staff views and opinions on the process of 
formulations. A systematic review (Chapter Two) was conducted collating qualitative 
studies concerning staff views and perspectives on team formulations. The included 
studies were analysed using a Thematic Synthesis (Thomas & Harden, 2008) and seven 
analytical themes were extracted. Chapter Three provides a bridge of understanding 
between the systematic review and empirical papers. 
 An empirical paper (Chapter Four) analysing staff views and opinions on 
formulations collected from focus groups was carried out. These focus groups were 
conducted with multidisciplinary staff members of community mental health teams with 
experience or knowledge of psychological formulations. The resulting discourses 
collected from these focus groups were analysed utilising a critical discourse informed 
approach. Four major discourse topics were identified and explored. Two further 
discourse topics are discussed in an extended results chapter (Chapter Five). The 
STAFF VIEWS ON FORMULATIONS IN MENTAL HEALTH SERVICES 10 
conclusions from both papers are discussed and critically evaluated (Chapter Six). 
Finally, the researcher’s reflections on the process are included in Chapter Seven. 
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A systematic review of team formulations in multidisciplinary teams: 
staff views and opinions 
Background: Formulation and working psychologically with teams is considered 
a fundamental part of the role of a clinical psychologist. Quantitative studies have 
found positive effects on staff views and opinions regarding the usefulness of 
team formulation processes. Aims: This review aims to utilise a Thematic 
Synthesis to combine qualitative studies on staff experiences of participating in 
team formulations. The review also aims to provide a thorough quality appraisal 
of the included research. Method: A Thematic Synthesis was completed on 
qualitative studies which met the required inclusion criteria. The Critical 
Appraisal Skills Programme qualitative checklist was used to appraise the 
included research. Results: The studies included in the review were of a mixed 
quality, and in some instances there was an insufficient amount of detail to 
complete an accurate assessment. Overall, seven themes were identified across 
the studies. Conclusions: The current review highlights the importance of team 
formulation in general practice for both enhancing staff understanding of service 
users but also improving professional confidence and validation. The review also 
highlighted some of the barriers to staff practicing team formulations. 
Keywords: team formulation; thematic synthesis; qualitative research; critical 
appraisal skills programme; staff views and opinions 
Introduction 
The use of team formulations with staff groups has become an increasingly popular 
practice within Clinical Psychology in the United Kingdom (UK) as a means to engage 
and work collaboratively with teams (Division of Clinical Psychology; DCP, 2011). 
Psychological formulations are a mainstream practice within the UK and are guided by 
the Good Practice Guidelines published by the British Psychological Society (DCP, 
2011). Psychologically working with teams is also considered a fundamental role of 
practitioner psychologists by regulatory bodies (Health and Care Professions Council, 
2015). The frequency of team formulations has increased in recent years reflecting the 
rising prominence of team-based psychological work by clinical psychologists 
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(Johnstone, 2018), the current pressurised NHS context in which more is expected with 
fewer resources (Alderwick, Robertson, Appleby, Dunn, & Maguire, 2015) and the 
growing demand for psychotherapeutically informed approaches to mental health 
(Department of Health, 2007).  
Team formulations can be characterised as the “process of facilitating a group of 
professionals to construct a shared understanding of a service user’s difficulties” 
(Johnstone & Dallos, 2013, p.5). These formulations are then often used to explain the 
development, maintenance of presenting difficulties and to guide the planning process 
of future interventions (Geach, Moghaddam, & De Boos, 2018). A systematic review 
completed by Geach et al. (2018) found that although no uniform definition was 
reported across studies a common focus was established as being a forum to share 
psychological understanding of an individual’s presenting difficulties whilst guiding 
interventions. Team formulations have also been found to be helpful in working with 
complex individuals, particularly when considering the support given to staff (DCP, 
2011; Royal College of Psychiatrists, 2017). In addition, team formulation was 
generally seen to be an umbrella term inclusive of formulation activities which reached 
multiple people in a short space of time and is reported to be unique to clinical 
psychology (DCP, 2011; Geach et al., 2018). 
 Quantitative studies have found that team formulations have improved staff 
perception of formulation as a useful practice (Geach et al., 2018; Whitton, Small, 
Lyon, Barker, & Akiboh, 2016). Qualitative studies collecting professional views and 
opinions of team formulations have mixed findings and, in some cases, it has been 
highlighted that the outcomes have potentially been impacted by the individual 
analysing the data. Research by Summers (2006) highlighted that views on team 
formulation differed according to the profession of the individual being interviewed; 
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clinical psychologists provided positive and valuing accounts of team formulation and 
inpatient nursing staff expressed dissatisfaction regarding the meetings with “some 
people wanting to be right or more powerful” (Summers, 2006, p.342). A theme of 
increased empathy was evident across multiple qualitative studies. Murphy, Osborne 
and Smith (2013) reported how one individual identified seeing service users more as 
‘people’ and less as ‘patients’. 
 The DCP (2011) have highlighted a sparsity of evidence related to the influences 
of team formulations despite noting several benefits and research, such as that by 
Ingham (2011) and Wainwright and Bergin (2010), suggesting that professionals and 
other staff find team formulations useful. Staff views on formulation are important to 
investigate as they are the primary group using and engaging with team formulations. 
Although quantitative studies have found potentially positive impacts of team 
formulation, what the research field is currently lacking is context around ‘why’ team 
formulations are seemingly having this positive impact. 
Aims and Objectives 
This review aims to analyse UK-based qualitative studies on staff experiences of 
participating in team formulations using Thomas and Harden’s (2008) method of 
Thematic Synthesis. The review also aims to provide a thorough quality appraisal of the 
research which meet inclusion criteria.  
The review focused on the following questions: What are mental health staff 
experiences of participating in service user focused team formulations? What benefits 
do mental health staff perceive from participating in service user focused team 
formulations? What is the current quality of qualitative research examining mental 
health staff experiences of participating in service user focused team formulations? 
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Methods 
Systematic search and eligibility criteria 
Identification 
Nine electronic bibliographic databases covering pertinent topic areas were searched on 
12th November 2019: AMED, British Library ETHOS, CINAHL, Director of Open 
Access Journals, MEDLINE, PsychINFO, PsychARTICLES, Scopus and Social 
Sciences Citation Index. Reference lists of accepted articles were also screened.  
Search terms were developed by searching currently published articles and 
assimilating keywords. Search terms were tested and refined through scoping searches 
within the selected databases. The search was also limited to studies that took place in 
the UK. The search strategy was as follows: (psychological formul* OR case 
conceptuali* OR case formulat* OR formulat*) AND (staff or nurs* or healthcare 
professional or psychiatrist or psychologist) AND (mental health or psychiatric setting). 
A separate hand search was conducted through the online back catalogues of the British 
Psychological Society’s DCP Clinical Psychology Forum publication. The Clinical 
Psychology Forum was included as it serves as the main professional forum for issues 
of relevance to clinical psychologists.  
Inclusion criteria required the articles to be primary research with a qualitative 
component gathering data on clinician views and experiences regarding the process of 
team psychological formulations. Within studies that focused more on case 
conceptualisation, the main focus of the discussions of the group had to be focused on 
specific clients and not the formulation of the team. Dissertations, doctoral theses, and 
non-peer reviewed reports, found through the search strategy, were also included to 
reduce potential for publication bias. Studies which focused on collecting psychologists’ 
STAFF VIEWS ON FORMULATIONS IN MENTAL HEALTH SERVICES 17 
views and opinions were included as it was felt they would provide a unique insight into 
the processes of team formulation.   
Screening 
Figure 1 summarises the screening process in a PRISMA Flow Diagram. A total 
of 2,729 titles were screened and considered against the eligibility criteria described 
above. Following title screening, 89 papers were screened by their abstract and 31 
articles were selected for full text screening. A further 35 articles were identified for 
screening from the Clinical Psychology Forum hand search and of these 22 articles were 
retained for a full text screening. In total 53 articles were screened at the full text stage 
(31 from the title screening and 22 from the Clinical Psychology Forum hand search). 
Eligibility 
The full text of 53 articles were sought for review, of these 13 were excluded 
due to not being empirical papers. A further five were excluded as they did not contain a 
formal qualitative analytic component. A final 19 studies were excluded due to their 
focus being on either individual formulations, reflective groups or not encompassing 
staff views into their study. 
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Figure 1. PRISMA Flow Diagram 
Data quality assessment 
The Critical Appraisal Skills Programme (CASP) checklist for qualitative 
research was employed (CASP, 2017). The CASP checklist covers three broad issues, 
across 10 questions, for appraising qualitative research; are the results of the study 
valid, what are the results, and will the results help locally. The CASP checklist was 
used as a framework to not discredit studies that, although may have scored lowly on 
Records identified through 
database searching 
(n = 2,729) 
Additional records identified 
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(n = 35) 
Records screened 
(n = 1,830) 
Records excluded 
(n = 1,777) 
Full-text articles 
assessed for eligibility 
(n = 53) 
Full-text articles excluded, 
with reasons 
(n = 37) 
 
• Not empirical study (n 
= 13) 
• Focusing on individual 
formulations not team 
formulations (n = 11) 
• Not regarding staff 
views (n = 7) 
• Not qualitative research 
design (n = 5) 
• Focusing on reflective 
groups not team 
formulations (n = 1) 
 
Studies included in 
qualitative synthesis 
(n = 16)  
 
Records after duplicates removed 
(n = 1,830) 
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some items, make a valuable contribution to the field (Sandelowski & Barroso, 2002). 
Each item on the CASP scale was rated as either ‘yes’, ‘partial’, ‘no’ or ‘unclear’, and 
was graphically represented using an adapted Cochrane traffic light scheme (Voss & 
Rehfuess, 2012). Two of the 16 articles were double rated by a second investigator to 
ensure accuracy of appraisal. Uncertainties were resolved during discussion and a third 
investigator was available if necessary. All studies were retained for synthesis, no 
matter their rating, due to the inherent difficulties in accurately assessing qualitative 
studies (Dixon-Woods, Shaw, Agarwal, & Smith, 2004), particularly when considering 
publication pressures and structures (Walsh & Downe, 2006). The quality of the studies 
will be considered in the analysis.  
Procedure of Thematic Synthesis 
Thomas and Harden’s (2008) Thematic Synthesis method was used to combine the 
findings. A Thematic Synthesis approach is deemed appropriate when bringing together 
a large set of qualitative studies (Tong, Flemming, McInnes, Oliver, & Craig, 2012; van 
Leeuwen et al., 2019). The identification of important and recurring themes between 
studies is the main aim of Thematic Synthesis, whilst not negating the importance of 
subjectivity in the nature of participants experience (Barnett-Page & Thomas, 2009; 
Centre for Reviews and Dissemination, 2008).  
Data was extracted from the studies through transfer of the results sections of the 
papers into QSR’s NVivo v12 software (2018). The results sections were then reviewed 
and data that was not explicitly related to staff views was excluded.  
The Thematic Synthesis took a three-step approach. Initially, each line was 
coded individually according to its context and meaning. These codes were then 
grouped together to form higher order codes and developed into descriptive themes 
through looking at similarities and differences between the codes. These themes were 
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named taking into consideration the meaning of the groups of codes. Finally, an 
inductive thematic analysis was carried out to create analytic themes using the 
descriptive themes to answer the review question. To ensure context and rigour was 
maintained throughout the synthesis, detailed records were maintained through the use 
of NVivo software. These detailed electronic records enabled researchers to clearly see 
the process by which themes were developed and how the themes were represented 
across the papers (Soilemezi & Linceviciute, 2018; Thomas & Harden, 2008). To 
ensure clarity, the steps described above were closely followed and the focus remained 
on the review questions and context of the research (Soilemezi & Linceviciute, 2018). 
Results 
Quality Appraisal 
From the quality appraisal nine of the studies were rated highly, four rated moderately 
and three rated poorly. Table 1 outlines the study authors, title, data analysis approach 
and quality appraisal. In total across the studies approximately 178 staff participants 
were included, whilst a further 89 responses were taken from reports on formulation 
meetings (Walton, 2011). This number is an approximate as Beardmore (2016) did not 
include the total number of their participants. The professions included in these studies 
were: mental health nurses, psychologists, occupational therapists, recovery workers, 
support workers, social workers, team leaders, specialist registrars, residential staff 
members and an activities co-ordinator.  
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Table 1. Summary of quality appraisal for studies 
Author(s) Title Analysis Quality Appraisal 
Beardmore (2016) 
Psychological formulation 
in a community learning 
disability team 
Thematic Analysis 
Aims of the qualitative section of the research unclear and 
unclear as to whether a qualitative approach is appropriate. 
Clear design and clear what data were collected and how. 
Ethical issues not considered and no evidence of researcher 
reflexivity. 
Bensa & Aitchson 
(2016) 
An evaluation of inpatient 
staff perceptions of 
psychological formulation 
meetings 
Thematic Analysis 
Aims of the study unclear but clearly laid out design. Little 
discussion regarding recruitment of participants or questionnaire 
distribution. Detailed description of data analysis approach. 
Ethical issues not considered but research reflexivity evident. 
Blee (2015) 
Community mental health 
team members' perceptions 
of team formulation in 
practice 
Thematic Analysis 
High-quality design, method and analysis. Findings of high 
relevance. 
Ethical issues considered and high degree of reflexivity 
displayed by researcher regarding their view stance and potential 
impacts. 
Christofides et al. 
(2012) 
‘Chipping in': Clinical 
psychologists' descriptions 
of their use of formulation 
in multidisciplinary team 
working 
Thematic Analysis 
High-quality design, method and analysis. Findings of high 
relevance. 
Ethical issues not considered in detail. High degree of reflexivity 
displayed by researcher regarding their view stance and potential 
impacts. 
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Eyres & McKay 
(2011) 
Qualitative evaluation of a 
case consultation group 
within a multidisciplinary 
home treatment team 
Thematic Analysis 
High-quality design and methodology. Limited description re. 
data analysis, limited discussion of findings and the clinical 
application of the research not clear.  
Clear researcher reflexivity but limited consideration of other 
ethical issues. 
Harris-Waller & 
Jacyna (2014) 
Using a solution-focused 
model for case discussion 
with non-psychology 
colleagues 
Content Analysis 
High-quality design, method and analysis. Findings of high 
relevance 
Ethical issues not considered and no evidence of researcher 
reflexivity. 
Harrison et al. 
(2018) 
Team psychological 
formulations in assertive 
outreach teams: Evaluating 
staff experiences. 
Thematic Analysis 
High-quality design and method. Data analysis approach not 
described in detail. Findings of high relevance but not discussed 
in detail. 
Ethical issues considered and high degree of reflexivity 
displayed by researcher regarding their view stance and potential 
impacts. 
Kellet et al. (2014) 
Team consultancy using 
cognitive analytic therapy: 
a controlled study in 
assertive outreach. 
Content Analysis 
Clear description of data analysis approach, findings and 
valuability of the research. Aims of the study, aspects of study 
design and recruitment are unclear.  
Ethical issues considered briefly but not in detail and a lack of 
researcher reflexivity. 
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King (2016) 
Psychological formulation 
in residential teams 
working with people with 
dementia: an exploration of 
multidisciplinary views 
using Q-methodology 
Q-methodology 
High-quality design, method and analysis. Findings of high 
relevance. 
Ethical issues considered and high degree of reflexivity 
displayed by researcher regarding their view stance and potential 
impacts. 
Lewis-Morton et al. 
(2017) 
Co-producing formulation 
within a secure setting: A 
co-authorship with a 
service user and the 
clinical team 
Thematic Analysis 
Good quality method and design, however some elements 
unclear (such as recruitment).  
Some consideration of ethical issues but lacking researcher 
reflexivity 
Manuel (2016) 
A grounded theory study of 
multidisciplinary staff 
views on participating in 
team formulation 
Grounded Theory 
High-quality design, method and analysis. Findings of high 
relevance. 
Ethical issues considered and high degree of reflexivity 
displayed by researcher regarding their view stance and potential 
impacts. 
Stratton & Tan 
(2019) 
Cognitive analytic team 
formulation: learning and 
challenges for 
multidisciplinary inpatient 
staff 
Thematic Analysis 
High-quality design, method and analysis. Findings of high 
relevance. 
Consideration of ethical issues clear but lacking detailed 
discussion. No evidence of researcher reflexivity consideration 
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Turner et al. (2018) 
Team formulation in an 
assessment and treatment 
unit for individuals with 
learning disabilities: An 
evaluation through staff 
views. 
Thematic Analysis 
High quality design and method. Difficult to gauge whether data 
analysis was rigorous as it was unclear what data analysis had 
been carried out. 
Ethical issues considered but no evidence of researcher 
reflexivity.  
Walton (2011) 
Complex case consultation 
forums: A thematic 
analysis 
Thematic Analysis 
High quality design and method but data analysis only named 
and no detail regarding how it was employed. 
Ethical issues not considered and no evidence of researcher 
reflexivity. 
Weedon (2017) 
Multidisciplinary team 
members' experiences of 
team formulation: A 
thematic analysis 
Thematic Analysis 
High-quality design, method and analysis. Findings of high 
relevance. 
Ethical issues considered and small mention of researcher 
reflexivity but lacking detail. 
Wood (2016) 
Clinical psychologists' 
experiences of moving 
towards using team 
formulation in 
multidisciplinary settings 
Thematic Analysis 
High-quality design, method and analysis. Findings of high 
relevance. 
Ethical issues considered but lacking researcher reflexivity. 
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 The criteria most frequently not met was evidence of consideration of the 
relationship between the researcher and the participants. At times it was unclear who 
conducted the data collection or the researcher’s epistemological stance was referenced 
but without clarity as to how this may have affected the findings. Within three studies it 
was clear that the researchers were actively known to the participants and the impact of 
this was not considered. The absence of researcher reflexivity feels particularly 
important in research of this kind as the collection of staff views has the potential to be 
selective in terms of how open and honest participants feel they can be. Studies were 
typically good at communicating the value and contribution of their research to clinical 
practice and the research field. 
Three of the four studies taken from the British Psychological Society’s DCP 
Clinical Psychology Forum were rated poorly. However, this publication also has the 
lowest word count limits potentially meaning relevant quality indicators could not be 
sufficiently described within this limit. 
The quality of all papers was considered during the development of themes in 
the Thematic Synthesis. 
Thematic Synthesis 
Seven analytical themes were identified in the data: understanding the 
framework of team formulations, opening up communication, changing ways of 
thinking, service user as central, validating the sense of professional self, improvements 
to practice and perceived barriers to team formulation. See Table 2 for outline of all the 
themes and how they developed from the data. Ten papers contributed to all seven 
themes; Table 3 provides the details for which papers contributed to each individual 
theme. 
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Table 2. Theme Development 
Analytical 
Theme 
Descriptive Theme Higher Order codes 
Understanding 
the framework 
of team 
formulation 
Definitions of team 
Formulation 
 
 
 
 
 
Framework of 
formulations 
A space for reflection 
About the person 
Undefinable 
Unique 
Safe environment 
A discussion 
 
Initiation of team formulation 
Need for structure 
Creative and flexible 
Opening up 
communication 
Collaboration 
 
 
 
Communication 
 
 
Improving team 
functioning 
Diversity of the group 
Idea collecting 
Working as a collective 
 
Open communication 
Presence of conflict 
 
Improving empathy towards each 
other 
Improving team working 
Increasing team belonging 
Changing ways 
of thinking 
Attributes of the 
facilitator 
 
 
 
 
 
 
Challenging thinking 
 
 
 
Medical model 
 
 
 
Psychological awareness 
Facilitator as fundamental 
Facilitators ability to manage 
Facilitators characteristics 
Facilitators relationship to the team 
Psychologists as experts 
Psychologists as non-experts 
 
Broadening perspectives 
Challenging the medical model 
Questioning personal beliefs 
 
Diagnosis as helpful 
Dominance of the medical model 
Medical model as containing 
 
Becoming more psychologically 
aware 
Formulation becoming more 
informal 
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Service user as 
central 
Importance of client 
information 
Challenging therapeutic relationships 
Putting the service user at the centre 
Service users understanding of 
oneself 
Understanding complexity of the 
individual 
 
Validating the 
sense of 
professional self 
Emotional experiences 
 
 
 
Equality 
 
 
Staff validation 
 
 
 
Valued about team 
formulation 
Evoking negative emotions 
Risk as all consuming 
Staff felt responsibility 
 
Facilitators promotion of equality 
Respectful of views 
 
Feeling listened to 
Feeling of professional validation 
Feeling valued 
 
A sense of sharing 
Evoking positive emotions 
Positive effects 
Positivity of team formulation 
Protected time 
Removal of hierarchy 
Team formulation as a way of 
managing distress 
Team formulation as important 
Team formulation as sense making 
 
Improvements to 
practice 
Team formulation 
outcomes 
Highlighting knowledge gaps 
Importance of tangible action 
Improvements in practice 
Promoting critical thinking 
 
Perceived 
barriers to team 
formulation 
Challenges to team 
formulation 
 
 
 
 
 
Practical constraints 
 
 
 
Team formulation 
criticisms  
Changing of roles 
Impact of formalities 
Narrow Perspectives 
Rigidity in working 
Formulations as insufficient 
Transient impacts 
 
Not enough time 
Obligation to attend 
Too many commitments 
 
Lack of meaning to service user 
Lack of team engagement 
No standardised outcomes 
Lacking structure 
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Table 3. Theme contribution across studies 
 Theme 
Study 
Understanding 
the framework 
of team 
formulations 
Opening up 
communication 
Changing 
ways of 
thinking 
Service user 
as central 
Validating the 
sense of 
professional 
self 
Improvements 
to practice 
Perceived 
barriers to 
team 
formulation 
Beardmore (2016) ü ü ü ü ü ü X 
Bensa & Aitchson (2016) X ü ü ü X X ü 
Blee (2015) ü ü ü ü ü ü ü 
Christofides et al. (2012) ü ü ü ü ü ü ü 
Eyres & McKay (2011) ü ü ü ü ü ü ü 
Harris-Waller & Jacyna 
(2011) 
ü ü ü ü ü X X 
Harrison et al. (2018) ü ü ü ü ü ü ü 
Kellet et al. (2014) ü ü ü ü ü ü ü 
King (2016) ü ü ü ü ü ü ü 
Lewis-Morton et al. 
(2017) ü ü ü ü ü ü X 
Manuel (2016) ü ü ü ü ü ü ü 
Stratton & Tan (2019) ü X ü ü ü ü ü 
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Turner et al. (2018) ü ü ü ü ü ü ü 
Walton (2011) X ü ü ü ü ü ü 
Weedon (2017) ü ü ü ü ü ü ü 
Wood (2016) ü ü ü ü ü ü ü 
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Understanding the framework of team formulations 
Staff members defined and described the framework of team formulations in multiple 
different ways and seemed to struggle to find a common understanding, however most 
participants seemed clear that a team formulation was different to other meetings. Many 
participants cited having a space in which to reflect on cases as a main function of a 
team formulation, whilst others felt the purpose of team formulation was to promote an 
environment of safety in which “staff felt safe to float ideas” (Manuel, 2016, p. 77). 
Many participants described the formulations as a “space to think” (Christofides, 
Johnstone, & Musa, 2012, p. 429) or an “informal discussion” (Manuel, 2016, p. 82). 
However, some participants were left struggling to define exactly how a team 
formulation was different from other meetings, defining a team formulation as an 
“experience” (Manuel, 2016, p. 91) and as being “distinctly separate from other multi-
professional meetings” (Manuel, 2016, p. 86). Participants communicated about an 
environment in which formulations are viewed as enabling a “sense of safety” (Weedon, 
2017, p. 172). Within Kellet, Wilbram, Davis and Hardy’s (2014) study many of the 
staff felt that it had “provided a time to reflect on practice and so helped the team to 
share experiences” (p. 694).  
Opening up communication 
Staff highlighted the importance of a whole team presence in contributing and 
generating ideas within formulation meetings. The diversity of the group appeared to be 
a significant factor in the success of a team formulation and the widening of the 
discussion. The theme of diversity and perspective sharing was widely present across 
the included papers, being in a total of eight of the studies. The sense of working as a 
collective also appeared to improve team communication and team working in general. 
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There was a sense across the research that participation in team formulations seemed to 
increase professionals’ empathy towards each other, as well as increasing their sense of 
belonging. 
One member of staff highlighted the usefulness of having a wide variety of 
professionals “who actually know the person” citing that this results in “good 
discussions when you feel like everyone is contributing” (Harrison, Sellers, & 
Blakeman, 2018, p. 78). Another staff member commented on how the groups have 
widened their understanding of other professions: “helped me to realise that each 
profession brings their own expertise to the table” (Beardmore, 2016, p. 31). Several 
other professionals also commented on how team formulations had led them to 
understand the importance of learning from others, staff likening it to seeing “different 
angles”, “different strands” of service users (Weedon, 2017, p. 169) and the “widening 
instead of sort of narrowing in your discipline” (Weedon, 2017, p. 169).  
Participants cited having a developed understanding of “what’s going off with 
each other” (Kellet et al., 2014, p. 695) and being able to share the emotional impact of 
the work as important outcomes. Staff generally felt that there was an improvement in 
team cohesion reducing a sense of isolation. One member of staff felt that it had helped 
to humanise other professionals in the team more: “we look at each other more I think, 
whereas before people just had their caseload and someone was just a name on the list” 
(Kellet et al., 2014, p. 695).  
Changing ways of thinking 
As a result of team formulations, professionals often cited a change in their usual way 
of thinking about service users. Staff views were that they had a broader understanding 
of clients and their difficulties as a result of team formulations. Team formulations also 
appeared to increase psychological awareness amongst staff with individuals actively 
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advocating for more psychologically informed approaches. Within three of the included 
papers, psychological formulations were highlighted as being a direct challenge to the 
typical medical model of some mental health teams. Staff also attributed success of the 
team formulation to the role of the facilitator, believing that they should be a 
psychologist due to the ability to ask the right questions, be non-judgemental, be skilled 
in problem solving, and creating the right environment for discussion. 
Some members of staff attributed a shift in their thinking to an “understanding 
of the service user better” (Blee, 2015, p. 104) or having a broader understanding of the 
clients’ difficulties (Christofides et al., 2012). At times professionals described an 
increase in their psychological awareness, with one member of staff describing it as 
“like everyone’s a psychologist in the team now” (Eyres & McKay, 2011, p. 28). One 
member of staff in particular highlighted the difference between formulations and the 
“very definite” medical model as potentially being the “fly in the ointment” of the use 
of team formulations (Manuel, 2016, p. 88).  
At times the staff members’ views on the role of the facilitator were divergent 
with some believing the facilitator to be there to “teach clear-cut strategies” (Eyres & 
McKay, 2011, p. 28) whilst others believed the facilitator should have a more indirect 
role. Despite the difference in opinion of directedness, most members of staff felt that 
the facilitator had to be skilful and explicitly trained to hold the meetings. A large 
number of staff also felt that the facilitator needed to be a psychologist: “makes me feel 
more comfortable knowing that a psychologist is in charge of it” (Manuel, 2016, p. 74). 
Service user as central 
Team formulations were seen as a way of providing focused attention on individual 
service users and staff commented that it enabled them to retain focus on what is best 
for the client. Staff highlighted this as being particularly unique to team formulations as 
STAFF VIEWS ON FORMULATIONS IN MENTAL HEALTH SERVICES 33 
they often lacked the space to dedicate isolated time to an individual service user. 
Developing an understanding of the complexity of an individual and providing 
consideration of an individual’s past history were deemed important within a team 
formulation meeting. Five of the studies focused on staff preferences for discussing 
challenging service users in team formulations whom they struggled to form strong 
therapeutic relationships with. 
Staff commented that “gaining a greater understanding of a client’s background” 
(Bensa & Aitchson, 2016, p. 36) often helped to consider possible past traumatic events 
or childhood events rather than overlooking them in favour of information supporting 
the diagnosis (Manuel, 2016). One staff member commented on the importance of 
“remembering as well where they come from, what are their triggers erm how much 
they have suffered” (Stratton & Tan, 2019, p. 91).  
One professional believed that through developing a deeper understanding of a 
service user they could establish a stronger relationship: “one step deeper, which is 
what’s needed to be able to get to know people a little bit better and develop that 
relationship with them.” (Weedon, 2017, p. 166). Discussions appeared to often centre 
on helping the staff member feel less “stuck” (Blee, 2015, p.102) and developing ways 
in which to connect to the service user.  
Validating the sense of professional self 
Team formulations appeared to help validate staff professionalism, in addition to aiding 
staff to feel listened to. Staff referenced feeling equal to other professionals in the team 
within team formulations, regardless of their specific role. Across nine of the studies 
participants expressed positive feelings of being professionally validated during the 
team formulation meetings and staff empowerment was recorded by participants across 
four of the studies. Despite the feelings of being validated and heard, in 12 of the 
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studies negative emotions were frequently referred to by staff in association with team 
formulations, particularly when related to risk or risk management. 
Some of the participants believed that previous unsuccessful attempts at working 
with service users had led to professionals feeling “disenfranchised” resulting in the 
need for staff to be “empowered” to take part in the revised interventions (King, 2016, 
p. 76). One participant stated: “it’s given people more confidence that what they’re 
doing is right” (Manuel, 2016, p. 98). The importance of feeling equal in the meetings 
despite their role in the team also came across: “the equalness of everybody in that’s in 
the situation regardless of your role or whatever. You go in there as equals, that sense of 
equalness” (Manuel, 2016, p. 79). However, for some participants, this was a negative 
experience of team formulations and led to them feeling “frustrated” when individuals 
were voicing opinions as if in a “talk shop” without the aim to make direct changes to a 
service users care (Weedon, 2017, p. 171).  
Individuals across the papers referenced feeling that the process was “intensive” 
(Wood, 2016, p. 24) and “frustrating” (Eyres & Mckay, 2011, 28). Some staff believed 
that other professionals lacked the confidence to openly voice their opinions during 
team formulations: “I think a lot of people probably hold back and that could 
possibly…. lessen the effectiveness I suppose” (Stratton & Tan, 2019, p. 91). However, 
some staff felt that formulations had been positive in stopping staff feeling “governed 
by the seriousness and nature of the risks and behaviours” (Lewis-Morton, Harding, 
Lloyd, Macleod, Burton, & James, 2017, p. 233). 
Improvements to practice 
The importance of team formulations generating tangible outcomes was referenced 
across 13 of the studies. Some of the perceived outcomes from team formulations were 
care plans, improvements in clinical practice and a written formulation report. 
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In one study team formulations were intrinsically linked to the production of 
individual service user care plans. Within Blee (2015), all 12 participant transcripts 
reported care plans to be integral to a team formulation by providing a clear direction 
for the therapeutic work and aiding staff to feel less stuck. In other studies team 
formulation was utilised as a method to “provide more accurate care plans” (Beardmore, 
2016, p. 31) or “collectively decid[ing] a way forward” (Eyres & McKay, 2011, p. 27). 
Team formulations appeared to be viewed more positively when associated with clear 
cut goals and outcomes: “it has made visits more purposeful as I am achieving quite a 
few objectives” (Kellet et al., 2014, p. 694).  
Staff also generally spoke about team formulations improving their clinical 
practice overall. For example, one participant explains “it has influenced my practice, 
not only for my clients but for the other clients in the team that I didn’t even know 
about” (Kellet et al., 2014, p. 695). Some participants believed that participating in team 
formulations had developed their compassion towards others or created a ‘consistent 
approach’ (Turner, Cleaves, & Green, 2018). Professionals believed that some of this 
change in practice came from adopting a more critical stance to their work: “when she 
asks you something about your work so far you are thinking, ‘well am I missing 
something? Is this very subjective? How objective am I being here?’ And that all helps” 
(Manuel, 2016, p. 75).  
Perceived barriers to team formulations 
Throughout this review staff highlighted several barriers to the utilisation of team 
formulations. Across six of the studies time was referenced as a significant barrier to 
professionals attending team formulation meetings. Other potential barriers to team 
formulations appeared to be more related to staff personal views and opinions. 
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Staff members discussed how it was difficult to ensure “protect[ed] time” 
(Bensa & Aitchson, 2016, p. 36) which resulted in the “timing of meetings” (Turner et 
al., 2018, p. 280) being unhelpful and staff feeling that there was “too much to discuss” 
(Turner et al., 2018, p. 281). Some staff cited the barrier to ensuring there was protected 
time for meetings as being trying to “negotiate” (Wood, 2016, p. 24) a time when the 
whole team was available with many seeing it as a major “drawback” (Harrison et al., 
2018, p. 79). Other staff felt that the competing demands of working in mental health 
services left them with little time or space to participate in team formulations: “some of 
the people that really need to go to case formulation… who are working with the 
women face to face don’t often get the opportunity” (Stratton & Tan, 2019, p. 91). 
 Many staff cited team formulations as potentially “vague” or “wishy-washy” 
(Christofides et al., 2012, p. 430) leaving staff feeling that the meetings were pointless 
or lacked action-orientated outcomes. Staff felt that teams were at times “set in their 
ways” (Christofides et al., 2012, p. 431) or that certain staff held quite “fixed beliefs” 
(Wood, 2016, p. 28). The fixed viewpoint of some members of staff left others 
unwilling to contribute for fears that they were the minority viewpoint. 
Discussion 
The review found that nine of the studies rated highly, four rated moderately, and three 
rated poorly on quality appraisal. The three papers that were considered to be poor in 
quality (Bensa & Aitchson, 2016; Eyres & McKay, 2011; Walton, 2011), were still 
included in the development of themes but only when corroborated with other studies as 
they still make a valuable contribution to the field (Sandelowski & Barroso, 2002). The 
criteria that was least frequently met was the inclusion of researcher reflexivity. 
Reflexivity was particularly important in the current review due to the presence of 
inherent ‘power’ dynamics and hierarchy in community mental health teams requiring 
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the researcher to reflect on how they may be contributing or affecting these dynamics 
(Currie, Lockett, Finn, Martin, & Waring, 2012; Singh, 2000).  
The variety of types of papers that have been included in the current review 
should also be considered. Nine of the included studies were taken from grey literature 
and five of these were doctoral theses. Although themes were balanced across all of the 
included papers the length of the doctoral theses in comparison to a generic published 
study may have resulted in certain themes containing a larger collection of data than 
other themes. The other four studies were taken from DCP publications and were 
therefore shorter in length than other publications. Grey literature is an important 
contribution to systematic reviews and helps to provide balanced viewpoints without 
publication bias (Paez, 2017). However, the reasons why the vast majority of the studies 
included in the current review are located within grey literature should be considered. 
Six of the seven published papers were evaluations of service developments related to 
team formulations whereas the five doctoral theses related to the collection of general 
staff views and opinions. It may be that grey literature reflects the gap between science 
and practice that has previously been highlighted in clinical psychology (Grol & 
Grimshaw, 2003), meaning the more directly practical service evaluation findings have 
been published as opposed to the generalisable overall picture of staff viewpoints. 
The present review demonstrated how participating in formulations could 
potentially aid staff to humanise, develop their compassion towards service users and 
place the service user at the centre. Previous research, such as that by Murphy et al. 
(2013), has also found that formulation helps individuals to see service users as ‘people’ 
and less as ‘patients’. The idea of seeing an individual as a whole and as a person rather 
than just their difficulties has its roots in person-centred care (Naldemirci et al., 2018). 
Research has begun to highlight the importance of and the positive impact that this can 
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have to individuals with mental health difficulties (Lindström, Sturesson, & Carlborg, 
2019; Staniszewska et al., 2019). Changes seen in participants’ thinking is also 
reflective of the DCP’s assertion that team formulations are an effective way of 
achieving cultural change and promoting psychosocial perspectives (DCP, 2011; 
Kennedy, Smalley, & Harris, 2003; Onyett, 2007). Team formulations should be 
utilised as a method of achieving cultural change and promoting person-centred care. 
In addition to the positive impacts on service users, the review found that staff 
felt listened to and that formulation provided a time for reflection and being heard, 
findings echoed in previous studies (Undakat, Irving Quinn, Jones, & Casares, 2015). A 
previous review completed by Geach et al. (2018) highlighted the need for further 
research into the positives of team formulation as only weak evidence existed for the 
perceived benefits of team formulations. The current review adds additional insight into 
the potential beneficial effects team formulation may have on staff and adds additional 
richness to previous quantitative findings that have found team formulation to increase 
staff perceptions of formulations as a useful practice (Geach et al., 2018; Whitton et al., 
2016). Qualitative studies, such as McMullan, Gupta and Collins (2019), have also 
found that providing staff with protected time and space in which to reflect help to 
reduce feelings of burnout and helplessness. Additional research has also found that 
teaching and widening staff repertoires of intervention and working techniques has also 
helped to reduce staff burnout, (Ewers, Bradshaw, McGovern, & Ewers, 2002; Posner, 
Janssen, & Roddam, 2017) findings that are corroborated by the current study. Ensuring 
staff have a protected time and space in which to reflect is pertinent for future practice. 
Perceived barriers to team formulation, especially time, were also highlighted 
within the present review. Considering the current pressurised context of the NHS and 
the culture of expecting more with fewer resources (Alderwick et al., 2015), it is 
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important that team formulations are as efficient and impactful as possible. Mental 
health nurses have cited large workloads, as a result of excessive administrative duties, 
as a principle concern in the perception of their roles (Dallender & Nolan, 2002). 
Within this review staff cited the difficulties of team formulation as being negotiating 
the time together and competing demands. In future practice these difficulties should be 
considered and more creative solutions, such as remote technology assisted meetings, 
need to be employed.  
Limitations 
Although the quality appraisal was considered in a clear and thorough way, some 
researcher influence still remains. The researcher considered their standpoint and 
enlisted another appraiser to appraise two of the include pieces of research to ensure a 
continuity of practice and allow for a space of reflection on the appraisal process.  
Through the exclusion of papers outside of the UK important data related to staff 
experiences of team formulations may have been missed. The rationale of excluding 
studies outside of the UK was rooted in the notion that within the UK there were 
frameworks and a certain consistency put in place by professional bodies towards what 
was deemed to be a team formulation. However, it may be that studies from outside of 
the UK utilise a similar formulation framework and has therefore resulted in important 
data not being considered in the current review. 
In addition, including data from psychologist participants is also a limitation to 
the current study. Although the aim of including psychologists was to allow more of an 
insight into the process and limitations of formulation, there are obvious limitations. In 
comparison to other members of the mental health team, psychologists may provide an 
alternative viewpoint of team formulations, usually from the role of facilitator rather 
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than participator. The inclusion of data from the facilitator’s perspective means that 
some themes may not have been representative of those participating in the formulation.  
Furthermore, a Thematic Synthesis can be influenced by the reviewer and their 
own opinions and this is something that should be considered (Noyes et al., 2018). 
Thematic Synthesis allows the participants experiences to be at the forefront of the 
research, however the reviewer’s own experiences and opinions may have influenced 
what themes were found or discussed. The structured process of Thomas and Harden’s 
(2008) Thematic Synthesis approach allowed the reviewer to refer back to a framework 
and enabled multiple reiterations of coding to take place to give the researcher time to 
reflect on any potential impact they may have had. The addition of a reflective log 
would have also been beneficial to allow for a subjective space within which the 
reviewer may have reflected on the process. 
Conclusions and Implications 
The current review highlights the importance of team formulation in general practice for 
both enhancing staff understanding of service users and improving professional 
confidence and validation. The review also highlights the barriers to team formulation, 
namely time and staff juggling multiple commitments. The included research placed a 
lack of emphasis on the researcher’s role in the collection of data resulting in the 
potential to overlook the more negative facets of team formulations and this should be 
taken into account when considering the results of this review. Future research should 
consider the researcher’s impact on the data collected and ensure that staff feel they can 
be as open and honest as they need to be. Although not the focus of this review, it 
should be acknowledged that other perspectives, namely those of service users, are 
missing and should be considered when contextualising the findings. 
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All of the research included in the current review took place within the UK, so 
future reviews may benefit from examining those studies that took place outside of the 
UK and consider different methods and forms of team formulations. Half of the 
research included in this review was taken from grey literature, which is an interesting 
point to note, and researchers should consider why more published data does not relate 
to experiences of team formulations. 
Implications for practice 
This review demonstrates that staff place a strong importance on the process of team 
formulations and the impact on their clinical work and their professional values. Mental 
health teams should ensure that staff participating in team formulations feel that they are 
equally valued as well as feeling safe to contribute without being marginalised by more 
dominant members. It is clear that the benefit of team formulations is also felt on a 
personal level by staff, and these benefits are an important consideration for the 
wellbeing of the team. 
Staff highlighted the barriers to engaging in team formulation, including the lack 
of time and juggling multiple commitments, whilst highlighting the need for team 
formulations to be a safe and protected space. Future practice should ensure that team 
formulations are prioritised and that staff members have a dedicated time to participate. 
Team formulations should either be scheduled for appropriate times to ensure that all 
staff, including those working on the front line, are included, or use more creative 
strategies utilising technology assisted meetings. Overall, the current review 
demonstrates the potential benefits of team formulation in mental health settings, 
highlighting the impact of an increased use of psychotherapeutically informed 
approaches and the role of the clinical psychologist in the modern NHS. 
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Future Research Recommendations 
The current review focuses on staff members’ views and opinions on team formulation; 
however, more research is needed to help define what a team formulation is and how it 
is often used. Once team formulations have been clearly defined and frameworked as a 
concept then the field would benefit from further research focusing on the effectiveness 
of these team formulation approaches in practice. An improvement in the evidence base 
of team formulations is important if it is a practice that is being frequently employed in 
clinically focused work. 
 The present thematic synthesis also highlights the need for future research into 
team formulations, and indeed formulations themselves, to be published in peer-
reviewed journals rather than remaining in the grey literature. The publication of team 
formulation focused research in peer-reviewed journals would increase awareness of 
research into this field by increasing the accessibility of the research whilst also 
subjecting the research to more stringent reviewing procedures. 
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         Chapter Three 
Bridging Chapter 
The systematic review documented in the previous chapter completed a Thematic 
Synthesis of staff views and opinions on team formulations. The review concluded that 
staff views on team formulations are generally positive, with staff placing importance 
on the enhanced understanding of clients they work with. The review also found that 
staff communicated a felt sense of improvement in the confidence of their professional 
practice as well as a felt sense of professional validation. The review highlighted 
barriers to the usage of team formulations, such as a lack of time and having multiple 
commitments to juggle. An important highlighted limitation of this research was the 
absent consideration of the impact of the research on the qualitative data collected and 
subsequent analysis. 
Currently there are methodological limitations to the field of research 
investigating staff views and opinions on formulation. One of which is that many 
studies on team formulations ask staff to reflect on specific examples of team 
formulation, or to evaluate pilot groups (Blee, 2015; Eyres & McKay, 2011; Harrison, 
Sellers & Blakeman, 2018; Harris-Waller & Jacyna, 2014; Kellet, Wilbram, Davis, & 
Hardy, 2014; Walton, 2011). Although completing structured qualitative data collection 
that is rooted in specific examples and researcher led is useful, it can also result in 
participants feeling stifled creatively and lead to conformity amongst participants to the 
researcher’s position (Nyumba, Wilson, Derrick, & Mukherjee, 2017). Currently the 
majority of qualitative studies have utilised an individual interview method by which to 
collect data. Interview methods are useful to gain in-depth perspectives from individuals 
(Peters & Halcomb, 2015), and have evidently expanded the research field, but they do 
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not accurately represent the multidisciplinary setting that staff within mental health 
services generally conduct themselves in and which can contribute to shared 
understandings.  
In addition to methodological limitations there is also a significant lack of the 
consideration of how power and hierarchy may affect staff and subsequently 
formulation. Throughout research into community mental health teams there is a clear 
theme of hierarchy and the role of influence, assigning some professionals more 
‘power’ than others (Singh, 2000; Currie, Lockett, Finn, Martin, & Waring, 2012) with 
some members of staff being assigned an expert position (Smart & Auburn, 2018).  
A limitation of studies which have a psychologist as the main researcher is the 
potential for this to impede participants’ honesty, as well as participants feeling the need 
to conform to the influential views of the psychologist (Adams, 2015; Blee, 2015). The 
facilitator’s current relationship to the team has been found to be an enabler but also a 
barrier to the implementation of team formulations (Geach, De Boos & Moghaddam, 
2019). The role of power in relation to staff views and opinions on team formulations 
has not been significantly investigated and would benefit from focused research. 
Given the potential methodological limitations of utilising interviews to collect 
data on team processes and the lack of consideration of the impact of the researcher, an 
empirical study was devised using focus groups that took place within a community 
mental health setting. Through the use of focus groups, it was hoped that the natural 
team dynamics, and potential power imbalances, that could occur in a multidisciplinary 
meeting would arise. There appears to be a gap in the literature in which the complex 
interprofessional context, in which formulation meetings are often held, have not been 
considered. The use of a critical discourse informed approach, whilst holding a social 
constructionist standpoint, was utilised with the intention that the researcher would be 
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able  to critically analyse the role of power in the groups and how language may be used 
to perpetuate these group dynamics (Breeze, 2011). The role of context is also 
considered important in discourse analysis as, due to adopting a social constructionist 
epistemological stance, ‘truth’ is believed to be created through discourses used and 
participant interaction. 
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Staff Views on Formulation in Community Mental Health Services: A 
Discursive Analysis 
Background: Team formulations are the process by which we can construct an 
understanding of an individual’s difficulties and strengths within a team of 
professionals. Formulation is a key component of a psychologist’s job role, and 
team formulations can have many benefits for staff and service users. Aim: To 
identify topics in discourse on the use of psychological formulations in multi 
professional team meetings. Method: Focus groups were completed with staff in 
three different multidisciplinary community mental health teams. Focus group 
discussions were then analysed using a critical discourse informed approach. 
Results: Discourse topics were identified relating to the importance of 
storytelling, the role of power and hierarchy, trauma and exclusion of the 
individual and staff struggles, burnout and constraints. Conclusions: Four 
overlapping major discourses were found in the research, with the study 
highlighting the positive impacts that formulation can have on staff but 
emphasising the role of power in mental health settings. 
Keywords: team formulations; critical discourse analysis; community mental 
health services; staff viewpoints; focus groups; qualitative 
Introduction 
Team formulations can be seen as the process by which a group or team of professionals 
are facilitated to “construct a shared understanding of a service user’s difficulties” 
(Johnstone, 2013, p. 216). Research has found team formulations can aid team cohesion 
and have positive implications for service users (Summers, 2006). Preliminary findings 
on staff views have found the impact of team formulations to be positive (Berry, 
Barrowclough, & Wearden, 2009; Murphy, Osborne, & Smith, 2013); a particular study 
by Berry et al. (2009) found a large reduction in the depersonalisation of service users 
and the presence of cynical attitudes in staff members. There is also the potential for 
team formulations to decrease the power imbalance often observed in mental health 
settings, particularly in regard to psychiatric knowledge (Terkelsen, 2009). Team 
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formulations could promote a ‘shared’ responsibility and decrease the level of power 
that professionals potentially have over their service users (Smart & Auburn, 2018). 
Formulations and working psychologically with teams, is a fundamental role of 
the modern clinical psychologist (Division of Clinical Psychology; DCP, 2011; Health 
and Care Professions Council; HCPC, 2015). Yet clinical psychologists themselves 
have described their own use of formulation in a multidisciplinary team (MDT) setting 
as ‘chipping in’ and ‘informal’ (Christofides, Johnstone, & Musa, 2012), demonstrating 
that perhaps formulation and team formulation is not clearly defined within services. 
Reviews focused on team formulations have found it poorly defined and inconsistently 
utilised citing difficulties with busy services and psychologists need to “demonstrate the 
value of their profession” (Geach, Moghaddam, & De Boos, 2018). 
There is a sparsity of research focused on staff experiences of formulation and 
the potential barriers and enablers to implementing formulations within mental health 
teams. A little research has been conducted in the forensic field specifically focusing on 
service users diagnosed with personality disorder (Brown & Völlm, 2013; Davies, 
Black, Bentley, & Nagi, 2013; Moore & Drennan, 2013; Whitton, Small, Lyon, Barker, 
& Akiboh, 2016). One of the main themes arising from this research was a lack of 
training, leaving staff doubting that they are adequately qualified to develop 
formulations (Brown & Völlm, 2013). It has also been suggested that individuals would 
not benefit from divulging historical events to aid formulations, especially those with 
multiple traumas, as there was nothing that could be done about the past events (Brown 
& Völlm, 2013). Although Brown and Völlm’s (2013) study is interesting, this research 
was conducted to explore views around a particular government strategy and therefore 
may be difficult to generalise.  
STAFF VIEWS ON FORMULATIONS IN MENTAL HEALTH SERVICES 58 
Studies that have attempted to implement a team formulation approach have 
struggled with high attrition rates and doubts regarding the actual process itself, such as 
its effectiveness and whether the formulations were based on “excessive… speculative 
suggestions” (Summers, 2006). Research focused on the application of case formulation 
processes have found similar issues, and also struggled with individuals not feeling 
qualified to either facilitate or engage in the formulation. As highlighted by Davies et al. 
(2013) there is a need for research areas beyond ‘how to’ formulation and more of a 
focus on the barriers and the implementation of such a process. An important barrier to 
the prioritisation of a service user’s story in mental health services is the staff 
themselves, though the reasons for this are unclear. Staff struggled to utilise or even 
reference formulations in a consistent manner. By uncovering identifying topics in 
discourses that staff hold surrounding formulations a clearer picture can be developed 
which could inform service developments in this area. 
Aims of the Study 
This study aimed to identify discourse topics on the everyday use of psychological 
formulations in staff meetings. The study employed a discursive analytical informed 
approach, so it was possible to examine the ways in which power and team dynamics 
are discursively constructed by members of the mental health teams. 
Participants and Procedures 
The participants were clinical staff working within adult community mental health 
teams (CMHTs). An important consideration was that members of staff should be 
currently working in a MDT setting (with some experience or knowledge of 
formulations), this was due to previous research suggesting that “drawing on collective 
wisdom” is important to team formulation (Geach et al., 2019) as well ensuring the 
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focus groups could reflect existing team dynamics. Members of staff not actively 
involved with an MDT were excluded along with those who did not interact with 
service users. The clinical team leaders and lead psychologists of CMHTs within the 
NHS were approached as gatekeepers to recruit staff members. Due to their professional 
associations with psychological formulations individuals acting as gatekeepers were not 
invited to contribute to the focus groups as their attendance may have inhibited negative 
discourses. In addition to this, utilising psychologist gatekeepers may have resulted in 
the focus groups containing more psychological members of staff than one would 
normally encounter in an MDT setting. 
In total three semi-structured focus groups were completed in different CMHTs 
comprising of between three and 10 members of staff and lasting between 60-90 
minutes. Traditionally discourse analysis can be carried out with just one (or more) 
group discussion(s), or indeed with any material where there is discourse. As social 
constructivism, and by virtue discourse analysis, believes that truth is socially and 
contextually dependent, there may be multiple truths present within one discussion. As 
a consequence, there is no optimum or recommended amount of data to be collected. 
However, comparable studies in similar areas of research have analysed a similar 
amount of data (Haugen, Envy, Borg, Ekeland, & Anderssen, 2016; Klevan, Karlsson, 
Ness, Grant, & Rudd, 2018). The focus groups were mainly comprised of community 
mental health nurses (CMHN), but other team members, including a carer’s assessor, a 
peer support worker, occupational therapist, a support worker and a psychological 
therapist attended. These groups were audio recorded and subsequently transcribed by 
the researcher.  
All participants provided written and verbal informed consent to take part in the 
study and were informed of their right to withdraw. Ethical approval was obtained from 
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the Faculty of Medicine and Health Sciences Research Ethics Committee (Reference: 
201819 – 006) and the Health Research Authority and Health and Care Research Wales 
(Reference: 248351). 
Analytical Technique 
The study drew on a critical discourse approach (CDA), which has its roots in social 
constructivism. Social constructivism argues that attitudes, social groups and identities 
are socially constructed, so the changes that occur to us as social beings also change the 
nature of what is ‘true’. Context is considered important in discourse analysis as it 
believes ‘truth’ is created through participant interaction. It was theorised that by 
ensuring that each focus group consisted of staff from the same MDTs, the natural team 
dynamics and potential power imbalances would enrich the data and contribute to its 
validity within a relevant context. 
 Within CDA it is important to acknowledge that many scholars do not refer to 
CDA as one homogenous entity but rather a collection of varying approaches or 
“schools” within this umbrella (Breeze, 2011). However, at the base of the ideology of 
CDA there is a focus on critically analysing the role of power in society and how 
language is used to perpetuate, contribute or illuminate these dynamics (Breeze, 2011). 
A framework for analysis was developed by drawing on the six-staged analysis outlined 
by van Dijk (2001), which was adapted for use in the current study and can be seen in 
Table 1.  
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Van Dijk (2001) argues CDA should be multidisciplinary in its approach and diverse in 
its amalgamation of approaches. As the purpose of this study was to focus on 
formulation which can be considered a social problem with a semiotic aspect, it was 
also considered appropriate to adopt elements of Chouliaraki and Fairclough’s (1999) 
analytical framework for CDA. This analytical framework, modelled upon Bhaskar’s 
Table 1. Adapted version of van Dijk’s (2001) six stages of analysis as used in the 
current study 
Analytic Steps Application 
1 
Analysis of semantic 
macrostructures: 
topics and 
macropropostions 
Major discourses and what the discourse data is about 
in a global sense were summarised. This was 
completed by identifying topics and uniting these 
topics under topic headings.   
2 
Study of local 
meanings 
Once topics are identified, the meaning of words used 
by participants are studied. Including the examination 
of the use of propositions and coherence. 
3 
The relevance of 
subtle ‘formal’ 
structures 
Structures of speech that are less consciously 
controllable were examined. This may include for 
example: intonation, hesitations, repairs or turn taking.  
4 
Analysis of global and 
local discourse forms 
or formats 
The focus groups were analysed for ‘global’ forms (or 
superstructures) which can be seen as the general 
arguments that individuals build up throughout the 
group. Local forms focus upon the relations between 
sequences, such as primacy and ordering. 
5 
Analysis of specific 
linguistic realisations 
Linguistic realisation is the process in which a surface 
level understanding of language is derived from its 
underlying representation. In this section of the 
analysis, figures of speech were explored. 
6 
Analysis of wider 
context 
Wider context was understood at two levels: 
General Context: The wider context of the service, 
trainings and professional bodies (such as the British 
Psychological Society) were considered 
Context of the team: Current and historical contexts 
of the teams in which the focus groups took place were 
also considered  
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(1986) work, enabled the researchers to reflexively critique their own analysis and its 
impact upon the field of psychological formulation. 
Specific Stages of Analysis 
As can be seen in Table 1 the transcripts were initially summarised into topics, the 
global meanings of a text, allowing the researcher to gauge an idea of the key points of 
the transcripts. This process was completed by uploading the transcripts into QSR’s 
NVivo v12 software (2018) and highlighting emerging key topics throughout the 
transcripts. These topics were then collected together into major topics, of similar 
meanings, and ultimately formed the major discourses discussed within the results 
section. 
Stage two of the analysis consisted of examining individual quotes from these 
topics for the local meanings, for example examining the use of specific words or 
propositions. 
Stage three of the analysis required the researcher to examine more subtle 
structures in the speech such as intonation, hesitations or turn taking. This was 
completed by repeatedly listening to the audio recordings of the transcript and 
highlighting key areas for further investigation.  
Stage four was completed by examining how certain topics or arguments were 
built up throughout the transcripts, this was completed by examining the previously 
highlighted topics and considering their order and prominence within the transcripts.  
Stage five consisted of examining linguistic realisations within the text, for 
example the use of hyperboles (i.e. forms of speech using exaggeration) or litotes (i.e. 
form of speech using understatement), and how these had been used throughout in 
relation to specific topics.  
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The sixth stage required the researcher to consider the topics as a whole and the 
context within which they took place. This stage required consideration of the context 
of the focus groups themselves but also the wider context such as certain institutions or 
social aims.  
Finally, a reflexive critique of the research, taken from elements of Chouliaraki 
and Fairclough’s (1999) analytical framework for CDA, was undertaken. Within this 
critique the effectiveness of the research and my own position as researcher was 
considered. 
Results and Analysis 
Researchers such as Buus (2005) and Traynor (2006) have levelled criticism at 
discourse analytical studies, believing them to be difficult to distinguish from thematic 
analysis due to the researchers not presenting the analysis thoroughly; therefore 
throughout this section key quotes will be analysed in detail, in line with stages two to 
five of the analysis. A key denoting the symbols used in transcription can be seen in 
Table 2. 
Table 2. Key symbols used in transcription based on the Jefferson transcription system 
Symbol Meaning 
(.) 
A micro pause, notable, but of no 
significant length 
(0.2) 
Indicates a pause long enough to time and 
therefore show in transcription 
[ ] 
Denotes occurrence of overlapping 
speech 
↑ Indicates a rise in speech intonation 
(( )) 
Description inside brackets refers to 
contextual information where no symbol 
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of representation was available e.g. 
((laughs)) 
:: Represent elongated speech, a stretched 
sound 
° Indicates quieter speech 
underline 
Underline words indicates a raise in 
volume or emphasis 
 
Four major discourse topics were identified and will be analysed; the importance 
of storytelling, the role of power and hierarchy, trauma and exclusion of the individual 
and finally staff struggles, burnouts (and constraints). 
“Nobody’s ever spent that time listening to me” - The importance of storytelling 
discourse topic 
Research has identified the highly meaningful nature and importance of service users 
being able to tell their story as part of their recovery journeys (Nurser, Rushworth, 
Shakespeare, & Williams, 2018), in which there has been a focus on individuals finding 
personal meaning in their life, beyond their mental health difficulties (Anthony, 1993). 
The importance of storytelling and of service users developing their own personal 
narrative was echoed throughout the current study’s emerging discourses. 
Throughout the groups there was a recurrent discourse related to the importance 
of a service user’s “history” when developing a formulation. One CMHN explained: 
“Well whatever it is, the history’s important because its shaped who they are at the 
minute and you need (.) to have that”. Through the use of lexical cohesion i.e. 
“importance” later echoed with the word “need”, the proposition that history is an 
important component of creating a formulation is strengthened. Another CMHN went 
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on to describe the goal of history taking is to “extract the headlines”. The 
depersonalisation of the individual is interesting in the use of the word “headlines” and 
seemingly emphasises the background importance of the process in formulations.  
When considering positive discourse analysis (Martin, 2004; Martin & Rose, 
2003) many of the participants expressed an optimistic belief that giving service users 
the chance to tell their “narrative” was the main power of formulations. Staff focused on 
the worry that service users became “fragmented” and that formulation could help 
address that. An assistant psychologist (AP) in one group stated: 
 “[]Well that well that I would I would argue that that’s a problem with ↑diagnosis 
and not a problem with formulation (.)[yeah] because [] a formulation would (0.2) 
pro::vide a narrative for that individual to understand the problem and then you 
could look at how you could address that rather than (0.1) the limitations of a 
diagnosis [ ]” 
Within this excerpt, the AP draws upon the discourse of storytelling to frame a positive 
belief regarding formulation. The upward inflection placed upon diagnosis adds extra 
emphasis and is perhaps used to stress the conflict between the process of diagnosis and 
formulation. The speaker’s use of the past tense “would” could indicate a subjective 
attitude, highlighting that the importance of past associations with diagnosis were more 
relevant than the present discussion (Riddle, 1986). The significant pause before the AP 
says “limitations of a diagnosis” could potentially emphasise that this is a marginalised 
discourse and goes against the prevalent narratives within the team or perhaps society.  
Earlier in the transcript a psychological therapist explains that they believe the 
importance of formulations to be giving someone the time to “hear” their story, “well 
nobody’s ever spent that time listening to me”. The therapist explains that for certain 
service users it is not the content of formulation that is deemed to be important but that 
service users seemed to be “overwhelmed by the principle of it”. The idea of a service 
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user gaining benefit from the process of being able to tell their story is an important 
discourse not just for them but also for the professionals themselves. It appears that 
through hearing the profound effects that formulation may have on a service user, 
benefits the professionals themselves by giving them a sense of validation and 
reinforcing their compassion for those they work with. 
“I think there’s times especially with a formulation that they do need to be put 
to one side” – The role of power and hierarchy discourse topic 
Throughout the literature the medical model approach to mental health has been 
critiqued for being; too ready to label distress as a “disorder” (Thyer, 2015), 
inadequately encompassing the complexities of mental health (Cuthbert & Insel, 2013) 
and for creating unnecessary diagnostic categories (Stein et al., 2010). Therefore, it is 
unsurprising that a discourse emerged in the focus groups on the applicability of the 
medical model and, more generally, the role of power and hierarchy in mental health. 
An uneasiness that was peppered throughout all the groups was the role of the 
consultant psychiatrist and their impact on the contribution of formulation. Although a 
prominent discourse throughout, the groups never converged and built a single narrative 
regarding this. Participants insights into the power dynamics and hierarchy were usually 
one-off inputs that were not followed up, see quote from a CMHN below: 
“As to whether or not someone is suitable for o:ur service or not an::d that's made 
even worse when they go for a 45 minute appointment with a consultant and have a 
↑diagnosis slapped on them a:nd especially when there's times when I've sat there 
and I've thought well I've met this person three times now and this is the first time 
you're meeting them and ↑I don't agree with your diagnosis but you kind of just (.) 
have to go with it” 
The use of the onomatopoeic “slapped”, alongside the rise in intonation on the word 
“diagnosis”, emphasises the nurse’s cynicism towards the process. The classification of 
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the professional as a “consultant” highlights the hierarchical nature of the service and 
the inferred power that goes with this title. Indeed, later on a student CMHN goes onto 
explain their belief that all formulations should “almost be traced back from a 
consultant level”. The nurse explained the belief that they’re unable to interfere in the 
consultant’s decisions and “just (.) have to go with it”. This statement highlights the 
perceived power and hierarchical disparity between the nursing staff and consultant 
level medical professionals, despite the nurse potentially having more experience with 
that person. In another focus group a CMHN more frankly puts it as “there’s still 
hierarchy in the medical model [ ] approach I guess ((laughs)) is how I’m trying to say”.  
Alongside the insights into power and hierarchy, came a consideration of 
professional roles and how they may play out in formulation-based exercises. The role 
of the psychologist was considered in the focus groups. It was explained by one CMHN 
as: 
“I see (.) psychologists often (.) as (.) like I'm treading water and going like this 
↑oh:::h you know and ↑splashing around …when there’s chaos going everyone’s 
treading water and splashing around and psychologists will dip their head under 
their water and float around and watch from underneath what's happening (.) … do 
you know what I mean just rather than being involved in that chaos” 
The metaphorical description places psychologists as removed from the team who do 
not get “involved” in the “chaos” but rather provide input as an outsider. The emphasis 
on “splashing” and “chaos” of the team is particularly applicable when considering the 
subsequent discourses relating to staff burnout and constraints. Through describing the 
team “treading water” the speaker is, potentially, alluding to the idea that the team could 
ultimately drown in their responsibilities if not properly aided. Psychologists are later 
described as being “credible”, “neutral” and “disciplined”, although the speakers do 
note that the role of the psychologist has changed over time becoming more “part of the 
STAFF VIEWS ON FORMULATIONS IN MENTAL HEALTH SERVICES 68 
team”. The ways in which psychologists are referenced by the speakers is also 
noteworthy, although the discussed psychologists are often at consultant levels 
themselves, the title is rarely used in comparison to their consultant medical 
professionals. 
“We are opening cans of worms” – Trauma and exclusion of the individual 
discourse topic 
Research has shown that formulations can be distressing to individuals with levels 
ranging from irritation to tearfulness (Redhead, Johnstone, & Nightingale, 2015). 
Distress to the individuals receiving the formulations was a common discourse 
throughout the focus groups and often led to the conclusion that individuals should not 
be included in these meetings. The discourses discussed below can also be thought of in 
the context of power and hierarchy discourses as examined above. 
 During one focus group a carer’s assessor described the process as 
“overwhelming” and also that it “kind of shocked me at how, not brutal, that’s the 
wrong word, but like”. The speaker is utilising the mitigating strategy of prefacing 
“brutal” with “not” to convey that they do believe the formulation meeting was “brutal” 
but fear the repercussions of the use of the word. The carers assessor goes onto explain: 
“yeah and in fact that’s the word I would have used for the one (.) I'm (.) I've got in 
mind is accusing it did feel very much (.) and I think if somebody had said those 
things to me °I would have been devastated°(.) you know↑ well I don't think 
anyone takes criticism well” 
In this excerpt the speaker uses several strong words with negative connotations such as 
“accusing”, “devastated” and “criticism”. Through the utilisation of judgemental 
negative words, the formulation meeting can be perceived as almost a trial of the 
individual, with the members of staff delivering verdict on the individual. Once again, 
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the apparent dispersion of power in a formulation is not equal and there is a clear 
elevation in power given to the members of staff. The use of such words also draws 
attention to the possible negative impacts that hearing service users’ traumatic 
formulations may have on staff. As Campling (2015) discusses, ‘contact with emotional 
distress and disturbance can be…harrowing’, and it is clear that the experience of being 
present at formulation-meetings have had a severe impact on this member of staff. 
Other members of staff described formulation meetings as “traumatic”, 
“destabilising” and as making the individual’s “mental health worse”. One CMHN 
described the process as: 
“we are opening cans of worms (.) but we do it in a very carefully controlled (.) 
process but if you're sat-if you have a client sat in a massive team meeting where 
we're formulating about them we're just ripping all the lids off not necessarily 
putting them back on and this client poor client will be sat there sort of ((quivering 
noise)) not knowing what to”  
The description of formulation being “about” the client promotes the idea of the 
meetings taking place exclusive of the individual. There is little attempt at inclusion of 
the client and the speaker appears flippant as to how the individual may react in this 
situation. The metaphorical use of “cans of worms” reinforces the lack of control the 
speaker feels towards the situation which is further re-emphasised by the use of the 
word “ripping”. It could also be that this CMHN is deliberately distancing themselves 
from the situation through the use of flippancy, to protect themselves from the 
potentially distressing content.  
Perhaps it is a lack of control and the fear of causing “trauma” to the individual 
that caused staff to focus on the discourse of individual exclusion. As one assistant 
practitioner described: 
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“You know as much as you can try and involve them but I think there's times 
especially with a formulation that they do °do need to be put to one side and we do 
have that professionals discussion um around them° but obviously all that needs to 
be fed back but I think it would definitely be more therapeutic and you'd get more 
out of it in a group because sometimes you you can hold back some information 
when a service user's there↑” 
Similar to the previous quote, the service user is described as needing to be “put to one 
side” in the formulation meetings. The use of the word “obviously” in terms of the 
meeting being fed back to the individual is interesting as it implies that this is common 
knowledge amongst the speaker’s peers. Again, the disparity of power is apparent, with 
staff being highlighted as being “professionals” and the individual being demoted and 
depersonalised to “them”. Although the speaker implies that this course of action is 
common and usual, the decrease in volume when describing the discussion is interesting 
and should be noted. Considering positive discourse analysis (Martin, 2004; Martin & 
Rose, 2003), as discussed previously, the same speaker does later go on to reference the 
potential “benefits” of a service user attending and the merits of “even carers” being 
included. 
 “There’s no cure for mental health…we haven’t got that magic bullet” – Staff 
struggles, burnout (and constraints) discourse topic 
The most prominent discourse throughout the focus groups related to staff struggles and 
burnout. Staff frequently referenced “time” and “availability” as the main barriers to 
them utilising formulations. 
A CMHN explains the pressures that staff are faced with: “I'm on so many 
different rotas and so many different but yeah (0.2) ((intake of breath)) yeah (.) it’s it’s I 
think you have to prioritise that and that’s hard”. The intake of breath emphasises the 
content of the speech, physically representing the weight of responsibility. There is also 
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power disparity as the speaker appears to lack autonomy over their demands. This quote 
is taken from the first focus group; the prominence of the discourse was apparent 
approximately halfway through the group and was initiated organically by the group 
itself. The CMHN continues: 
“when you've got a lot of other pulls in different areas and lots of other 
responsibilities (.) I would say everybody’s priority becomes your priority, but they 
elect that you (.) and the person who says actually no this is °worthwhile°” 
The discourse of multiple responsibilities and “pulls” is echoed in other members of 
staff as having multiple “hats” to wear or only being “one person”. The use of the word 
“elect” in the above quote could echo feelings of hopelessness in terms of their power 
over that choice (indicated by the previous intake of breath), contrarily the use of an 
often-politicised word could indicate a position of power over those that the staff work 
with. The decrease in volume towards the end of the quote could also indicate fatigue in 
the idea of the process being “worthwhile” but also echoes of feeling that they are in the 
minority discourse in a group of their peers. 
 Within the discourse of staff burnout, defensive practice was also seen to be 
important. As one Clinical Nurse Specialist outlined: 
“Um I guess one of the °sorry folks° one last thing about formulation is its really 
really important because especially now when we have to make some really tricky 
decisions in the under the gaze of the media and um us being named (.) in 
coroner’s court and it being in the media that kind of thing it’s really important to 
have a formulation that supports our (.) professional judgement and our actions” 
The timing of this interjection was interesting as it was located towards the end of the 
focus group when others were preparing to leave, indicating that perhaps the topic is 
less ‘appetising’, or the speaker is expecting dissent amongst peers. The pause before 
the reference to the “coroner’s court” could indicate fear of the repercussions of their 
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statement or perhaps the speaker is waiting to gain majority with their peers. Overall the 
quote lacks a sense of person-centredness, considering formulation has also been 
extrinsically linked to a person’s “narrative”, there is no individualised wording relating 
to those at the centre of formulation. The focus on the objective and feared outcomes 
could indicate a sense of cognitive dissonance between working in a caring profession 
but also feeling that they have to protect their professional identity and make “tricky 
decisions”.  
In a different focus group similar concerns were also focused upon, with 
formulation being cited as a “bit of back up” to wider concerns. In one quote in 
particular a CMHN explains: 
“this is why we have to document everything becau::se (.) as a nurse there’s only 
one person who's gonna protect my PIN (.) and that’s me (0.3) °this is going to be 
fun for your um tapes° but when I was up at the X they said you document with 
CARE cover arse retain employment because that’s what you've got to do at the 
end of the day” 
The focus on the self, “there’s only one person” is interesting as up until this point the 
group had been discussing formulations as a team approach, requiring other team 
members. The egocentric focus along with the emphasis on “everything” and ever-
increasing pauses, could represent a struggle with balancing self-protection and fear of 
judgement from the wider group. The acknowledgement of being recorded could act as 
discourse marker to signpost a potential inflammatory statement, signalling to the 
researcher and group that they aware of the possible interpretations of the individuals 
next reference. The reference to the tape is also a sign of observers paradox, through the 
researcher being present out of the ordinary speech was recorded, and the ‘everyday 
linguistics’ of the speaker altered. The reference to the person’s nursing “PIN” (their 
professional registration number) is interesting and reflects, perhaps, the use of 
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formulations as a method of protecting our profession and our professional titles. 
Reflexive critique of own analysis 
An important stage of CDA as a method in social scientific research is the point at 
which the analysis turns “reflexively back on itself” (Fairclough, 1999, pg. 127). Most 
research in the method of CDA utilises naturally occurring texts, yet the present 
research utilises deliberately planned semi-structured focus groups, which I established 
with the intention of creating discourse to analyse. My assumption was that the 
discourse could reflect conversations that might otherwise occur, formally or informally 
amongst staff.  
It’s also important to consider the researcher’s stance and how this may have 
impacted on the analysis. As the main researcher I clearly hold a positive regard for the 
use of formulation in teams in order to carry out the present research. I also currently 
work within the NHS, and hold a left-wing political stance, and as such am wary of the 
existing political climate and strains towards the public health service. Therefore, during 
analysis, it was easier to focus on the current strains and pressures facing the members 
of staff and be sympathetic as to how this can contribute to burn out. Considering this, I 
may have been more likely to identify discourses around defensive practice and service 
user exclusion over other potential discourses.  
As referenced earlier, the effects of myself as the researcher were palpable, and 
particularly influential with the researcher’s role being clearly defined as a psychologist. 
Within one focus group in particular this was important and could be seen when an AP 
refers to the researcher as “you” when referencing psychologists in general. My own 
viewpoints as main researcher at times were clear, as can be seen in the following 
quote: “does that vary between difference dis-disciplines are there other disciplines in 
the team that are a bit more (.) detached I suppose”. Within this excerpt, it is clear that I 
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as the main researcher possibly hold a certain viewpoint towards other disciplines as 
seen by the repetitive nature of “disciplines” and the hesitation before the use of the 
word detached.  
Discussion 
The main topics and dynamics identified from the focus groups using a critical 
discourse analysis informed approach need to be contextualised within the socio-
political constructs and public service organisations that govern them (Choulikari & 
Fairclough, 1999; Fairclough, 2001). Formulation is currently identified as a main 
clinical strategy in the researched trust and although not mandated, staff may have had 
access to brief psychological formulation trainings. However, these members of staff 
are governed by core standards, such as the Royal College of Psychiatrists Standards for 
CMHTs (RCPsych, 2017), and their own professional guidelines which highlight 
formulation as a need (NMC, n.d; RCPsych, 2017). Despite this, it would appear that 
formulation has become a complex and ambiguous concept, with many members of 
staff seeing it as a form of protection to their professional role rather than a tool in 
which to aid service user care. Godin (2006) highlights the rise of risk management as 
one of the ‘insistent imperatives’ which shapes mental health nursing practice. The 
discourses in the current study focused on the risk of staff themselves emphasising a 
form of defensive practice that had been implemented. 
The hegemony of the medical model and the power of the overarching 
institution were also prominent discourses. Staff frequently referred to medical 
practitioners by their professional titles i.e. “consultant” and alluded to those individuals 
holding more power over decisions than other members of staff. Within the literature, 
the medical model has already been seen as ‘dominating’ in the mental health sector 
(Wade, 2004). A further dominating power of the participants appeared to come from 
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the institution itself. The perceived pressure and ‘tick box culture’ appeared to lead staff 
to utilise defensive practices (Menzies, 1959), such as using formulation as evidence 
and back up to clinical decisions. 
The perceived pressure and defensive practices manifested themselves 
throughout the analysis in several ‘unsavoury’ comments mainly highlighted in the staff 
struggles discourse topic. Comments such as the reference to “CARE cover arse retain 
employment” or having to put the service users themselves “to one side” may indicate 
staff becoming burnt-out and losing sight of the individual due to the “other pulls” and 
instead focusing on just getting the job done. The immense workload pressures on these 
members of staff may be leading to formulation sessions becoming a space in which 
staff are offloading about other pressures and muddying the service user specific time. 
The feelings of hopelessness and fatigue that were indicated by the staff would 
obviously be aided by a reduction in workload, but also by a dedicated psychological 
space on which to reflect on these difficult emotions.  
When considering the researcher’s political stance in the analysis, as identified 
above, it is clear that the discourses will be biased towards ensuring fair practice 
towards services users, whilst also being sympathetic towards staff constraints. The 
current study hopes to present the difficulties currently experienced by members of staff 
in CMHTs and contextualising this in the misapplication of psychological formulations.  
Limitations 
In terms of methodological limitations, CDA has been criticised for appearing esoteric 
and being unsystematic in its nature (Breeze, 2011; Kermode & Brown, 1996). 
Healthcare research has also highlighted limitations of CDA being the transferability of 
data, particularly when the research is completed in a specific field (Schofield, Tolson, 
& Fleming, 2012). The current research was completed in one healthcare trust and 
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solely in CMHT settings, therefore the applicability of the research could be drawn into 
question. Smith (2007) highlighted that by using multiple discussions and a larger data 
set the results are made more generalisable. However, the detailed focus on these 
relatively small amounts of discourse allows for less obvious and more nuanced 
conversations to be considered in relation to how knowledge is constructed within 
teams. Cheek (1999) made similar observations and argued such approaches can help 
clinicians to think about aspects of their practices and possible changes. 
Conclusions 
Four overlapping major discourses were found in the present research regarding 
formulations: trauma and exclusion of the individual, the role of power and hierarchy, 
the power of storytelling and staff struggles, burnouts and constraints. Participating in 
formulation appeared to enable retention of compassion and empathy towards service 
users among staff. Professionals also seemed to value enabling service users to tell their 
story, which subsequently humanised those service users. Several power dynamics were 
noted throughout, including a potential tension between the hegemony of the medical 
model and formulation. There also appeared to be a power disparity between staff and 
service users with service users, at times, being depersonalised and side-lined. Evidence 
of staff employing formulation as a form of defensive practice was also evident, and 
hints at a hierarchical pressure leading staff to feel threatened in their professional roles. 
In conclusion, the study highlights the positive impacts that formulation can have on 
staff but emphasises the role of power in mental health settings. 
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       Chapter Five 
Extended results  
A further two discourse topics were identified within the focus groups completed; 
formulations in teams and services, and staff transference and the consideration of 
process. These discourses were less prominent and were not detailed in the main 
empirical paper. 
“Makes it a bit more transparent…more acceptable for people to see what’s 
going on” – Formulations in teams and services discourse topic 
Several authors have argued the importance of psychologists working with teams to 
improve the systems which professionals work within and to increase psychological 
understanding (Lavender & Hope, 2007; Onyett, 2007). Onyett (2007) has also argued 
that using formulation in the “wider context” can result in a powerful culture change (p. 
23). Throughout the focus groups a discourse was identified related to working as a 
“team”; sharing “different experiences” together seemed to help staff to feel less alone 
and increase psychologically informed ways of thinking. 
A community mental health nurse (CMHN) explains the importance of a team 
shared approach to formulation. Within this quote you can see the emphasis that is 
placed on collaborative working: 
Sometimes you do need that (.) further input because with the best will in the world 
you're one person and if you're lone working with someone (.) you can work to the 
best of your ability but you're going to be blind to certain things and so by (.) 
formulating it whether it be with just the psychology department or having a full 
MDT someone can come in and easily spot something that you've missed not 
because you're not good but because that just ↑hasn't occurred to you some of the 
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sometimes these things are so obvious they're staring us in the face we just don't 
see them 
The CMHN appears to repeatedly assert that they are working “to the best of” their 
“ability”. This assertion is repeated several times through the use of different words 
such as “good” or “best”. This potentially emphasises the slight vulnerability that some 
staff members experience in a team formulation when others are highlighting things that 
they may have missed; this is reinforced by the upwards intonation on the phrase “just 
↑hasn't occurred to you”. The use of the phrase “staring us in the face” also indicates a 
sense of loss, loneliness and frustration, that the CMHN has been working almost too 
closely with the service user in that they are now “blind to certain things”.  
The discourse of frustration and loneliness is echoed in other members of staff 
across the focus groups. An assistant practitioner initially describes it as having to make 
“that individual (.) decision” and that by using a formulation the “pressure” is taken off 
and you “know you’ve got the team behind you”. The dialogue appears to come from a 
position of vulnerability as they explain that if the person goes on to do “something 
stupid” at least you “know that you’ve actually tried”. The emphasis on the word “tried” 
indicates that sometimes members of staff can feel hopeless in helping the individuals 
they work with.  
Other members of staff saw team formulations as a way of increasing the 
cohesiveness of the team. Individuals expressed feeling “entrenched” and named 
specific service users who they described as being able to “fragment and split” the team. 
In these cases, formulation was seen as a way of being “holistic” and knitting the team 
back together. The use of the strong term “fragmented” was echoed throughout the 
focus groups and in particular the third focus group. Professionals generally referred to 
service users’ experiences as being fragmented and highlighted the role the team could 
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play in the fragmentation of service users and their stories. However, the repeated use 
throughout suggests that the term had a more personal meaning and perhaps reflects the 
fragmentation of the professionals themselves. 
“Formulation is really good for reflection because it holds up a mirror” – Staff 
transference and consideration of process discourse topic 
Reflection and reflective practice have been found to be vital in promoting 
psychological mindedness and improving practice (Mann, Gordon, & Macleod, 2009). 
A discourse throughout the focus groups centred upon the ability to reflect on process 
issues and potential transference when working with service users. 
One CMHN explains the strong transference that they feel from one particular 
service user:  
“I think because we are (.) transferred ever-everything I've got a client whenever (.) 
I see them I have to go and buy sweets afterwards you know it’s like ((laughs)) to 
sort of self soothe my inner child you know” 
The pause before explaining the transference highlights the heaviness of the topic, 
which is then broken by the incongruent laughter afterwards. It is clear from this quote 
that the CMHN personally shoulders the responsibility of accepting that transference 
and taking it away from them “afterwards”. The CMHN goes on to explain later that the 
psychologist is enabled to pick things out that “myself I can’t see” such as their default 
of feeling that they have “failed”. The concept of formulation holding a “mirror” up is 
important here. From this quote it is clear that, although formulations are aimed towards 
facilitating the individual’s story and aid their recovery, there is also a strong 
therapeutic message for the staff members themselves. Through the consideration of the 
process between the service user and the member of staff, staff felt able to have a “fresh 
start” and admit when they were not “coping”. 
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The discourse of formulation being therapeutic for the staff as well as the service 
user was carried across two of the focus groups. One CMHN highlights her belief that: 
“formulation is a chance to talk about those underlying mechanisms you know, sort of 
transference…projection”. The increase in volume that is placed on “underlying” and 
the use of the word “chance” resembles the emphasis that is placed on the importance of 
these mechanisms but the infrequency with which they are spoken about.  
In the second focus group a CMHN highlights how formulation helps them to 
“see how it’s affecting” them and goes on to explain: “[ Yep °we're all human° ]”. The 
fact that this comment is said quieter than the rest of the talk in the focus group, and 
whilst another person is speaking is interesting. It could indicate that perhaps the 
CMHN is half saying it to themselves and musing on the idea whilst others are talking, 
or perhaps it indicates a sense of vulnerability. The CMHN could potentially be 
indicating vulnerability in admitting that behind the professional façade there is a 
human being. A different CMHN goes on to say:  
“a::nd (.) °you know° it affects our mental health because we've all got mental 
health just as we've all got physical health a::nd the formulation sometimes it’s a 
bit of therapy as we(h)ll you know whether we bel-realise it or not” 
The CMHN appears to initially say ‘believe’ rather than “realise” and the substitution of 
the word could be an important feature in the dialogue. The substitute word “realise” is 
a more substantial verb that indicates a truth to be realised rather than the word ‘believe’ 
which indicates a less substantiated claim. The CMHN appears confident in discussing 
“all” of us having mental and physical health as there is no decrease in volume or 
lessening in intonation which is contrast to the other CMHN who indicates all us being 
“human” quietly and in the background of the group. Overall there is a discourse topic 
across the groups that would indicate staff viewing formulations as potentially 
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therapeutic, and humanising, for themselves as well as the individuals they work with. 
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Chapter Six 
General Discussion and Critical Evaluation 
The aim of this thesis was to explore staff views and opinions on formulations in mental 
health teams and advance the current research field. The research hoped to identify 
potential positive experiences of staff but also explore the barriers to the utilisation of 
formulations with an empirical study of discourses about formulation in multi-
professional staff teams in one mental health NHS trust.  
Summary of Findings 
A systematic review synthesised relevant literature relating to staff views and 
opinions on team formulations. Due to team psychological formulations being 
mainstream practice within the United Kingdom (UK), and with the Good Practice 
Guidelines published by the British Psychological Society Division of Clinical 
Psychology only studies from the UK were included. The results of 16 studies were 
thematically synthesised and seven mainly positive themes emerged. Staff generally 
found team formulations difficult to define but felt that the purpose was to be given a 
reflective safe space in which to express their opinions. Team formulations were mainly 
viewed as forums in which open discussions and idea generation were possible. 
Professionals also felt an increase in empathy and compassion towards service users, as 
well as aiding a sense of professional validation. Staff generally felt listened to and 
valued during team formulations but barriers, such as a lack of time, were also 
identified. 
Following the systematic review, an empirical study was conducted examining 
discourses of community mental health staff in relation to their views and opinions of 
STAFF VIEWS ON FORMULATIONS IN MENTAL HEALTH SERVICES 91 
formulations. Focus groups of staff from three multidisciplinary community mental 
health teams were held and recorded. The focus group transcripts were subsequently 
analysed utilising a critical discourse informed approach. Four overlapping major 
discourse topics were found; trauma and exclusion of the individual, the role of power 
and hierarchy, the power of storytelling and staff struggles, burnouts and constraints.  
Combined Discussion 
Throughout both studies formulations were seen as a positive method by which service 
users were often empowered and enabled to tell their stories. Staff felt that the important 
aspect of formulation was the process of giving service users a space in which to tell 
their narrative, never mind the content. Similarly, narrative psychologists and the 
Division of Clinical Psychology would argue that formulations are an individual’s story 
concerned with a ‘personal meaning to the individual’ but grounded in empirical 
literature (Division of Clinical Psychology, 2011; Strawbridge, 2018). Staff within the 
focus groups felt it humanised service users whilst reinforcing professionals’ own 
compassion and empathy for the individual. Previous research, such as that by Murphy, 
Osborne et al. (2013) also found that formulation aided staff to see individuals as a 
whole. 
Although formulation was seen as humanising individuals, a power disparity 
was alluded to in favour of the professional. Participants in the study believed service 
users were not always included in formulation meetings and felt that this enabled more 
honest conversations to be had. Staff also tended to depersonalise service users by 
referring to “them” rather than as individuals. Staff may have utilised this strategy as a 
means to distance themselves from distressing content, similar to defensive mechanisms 
cited by Menzies (1959). Research has found that formulation can be a distressing 
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experience for individuals (Redhead, Johnstone, & Nightingale, 2015), and the current 
research suggests that they may be distressing for staff also. 
Within the systematic review, and other studies such as Undakat, Irving Quinn, 
Jones and Casares (2015), staff felt listened to during formulation meetings and they 
provided a time for reflection. Providing staff with a space in which they feel listened to 
and validated is important, as professionals within the empirical study seemed 
overpowered by the institution they worked in and appeared to have little autonomy 
over their workload or decisions. Staff cited multiple pulls and responsibilities which 
appeared to link with staff using formulations as a form of defensive practice (Menzies, 
1959). These forms of defensive practice resulted in formulations forming evidence of 
their care, for ‘just in case’ situations, rather than a meaningful piece of work. 
 A prominent discourse throughout the staff focus groups was the hegemony of 
the medical model and the effects of hierarchy. Although this discourse was not adopted 
as a group, individuals throughout the transcripts cited cynicism of the medical model 
and its hierarchical impacts. Throughout the groups there still appeared to be an 
inherent power in the medical model with the ultimate power still being held by the 
consultant psychiatrist. Within the review it was also cited that at times formulation was 
seen as a direct challenge to the medical model or the “fly in the ointment” (Manuel, 
2016, p. 88). 
Critical Evaluation of Systematic Review 
The presented systematic review focused on thematically synthesising staff views and 
opinions on team formulations within mental health settings.  
The search terms included in the systematic review were finalised and chosen 
after several practice tests utilising different search terms. It was felt that the final 
search terms encompassed a large amount of literature but did not include excessive 
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papers that were of little relevance. A limitation of the systematic review is the focus 
purely being on studies conducted in the UK. Studies from the UK were isolated, due to 
their being frameworks and a consistency to formulations set out by professional bodies. 
However, excluding studies from outside of the UK may have resulted in the review not 
fully encapsulating a diverse selection of staff views and opinions and a cross-cultural 
approach may have yielded a richer and more diverse understanding of the concept of 
formulation and its potential implications. Reviews in the future would benefit from 
including global studies in their search terms and identifying the relevant grey literature 
to also search. 
The review aimed to encapsulate a large range of grey literature and included 
searches on thesis databases and other publications that are not easily searchable. The 
incorporation of grey literature is a positive of the current review, and improving its 
comprehensiveness promoting a balanced view on the searched literature (Paez, 2017). 
The presented systematic review incorporated eight out of 16 studies as grey literature. 
A potential negative of this, is the increased length of doctoral theses in comparison to 
published studies. The additional material available in these papers may have meant that 
a larger collection of relevant data was available for some themes but not others. In 
addition to this, many of the included studies did not contain a sufficient consideration 
of the impact that the researcher may have had on data collection. The impact of the 
researcher in this field of research has been highlighted previously (Summers, 2006), 
particularly as facilitators and data collectors were often known to the participants 
potentially hindering openness and honesty. The unknown impact of the researcher in 
the included studies should be considered a potential limitation of the presented review. 
Finally, a Thematic Synthesis can be seen to be heavily influenced by the 
reviewer and their own views. The Thematic Synthesis was carried out by a lone 
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researcher and may have benefitted from a co-reviewer who could have coded alongside 
the researcher to ensure consistency. The addition of a co-reviewer would have also 
enabled discussion and the generation of potentially more abstract and creative 
analytical themes (Thomas & Harden, 2008). A reflective log would also have been 
beneficial as it would have allowed the reviewer space in which to explore thoughts and 
feeling related to the review and may have provided a space in which to be creative in 
ideas, mimicking the group discussions with other reviewers. 
Critical Evaluation of Empirical Paper 
The presented empirical paper aimed to identify discourse topics relevant to opinions 
and viewpoints on the everyday use of psychological formulations in staff focus groups. 
The study employed a discursive analytical informed approach to analyse staff focus 
groups that took place across different community mental health teams. 
An important stage of critical discourse analysis is the point at which the 
analysis turns “reflexively back on itself” (Fairclough, 1999, pg. 127). To aid reflection 
and to account for personal impact which will have altered and shaped the discourses 
made by the participants a reflective diary was kept throughout the process, this is 
recommended by Noble and Smith (2015) to aid the ‘truth’ value of the research. 
Throughout the reflective diary it is clear that the idea of discourse analysis was initially 
“overwhelming”. My professional position as a psychologist is clear throughout the 
diary entries and there are many aspects of the research that appeared to surprise me. I 
appear continually surprised that participants turn up to the focus groups and also some 
of the viewpoints expressed throughout. During analysis it was easier to focus on the 
strains and pressures facing the members of staff, as a member of the NHS myself, and 
it may have been easier for me to identify discourses around defensive practice and 
service user exclusion.  
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The effects of myself, as a trainee clinical psychologist, conducting the focus 
groups were also potentially vast. Discourse analysis informed approaches allow the 
analysis of any set of data, and the group should be considered a whole (including 
myself). One assistant practitioner specifically referenced the researcher as “you” when 
referring to psychologists in general, clearly demonstrating I was viewed as a clinician 
not just the researcher. Through individuals interacting and drawing on our own 
discourses a shared understanding of a topic is created (Warburton, 2016). Developing 
an understanding of myself and my contribution to the discourse is important in helping 
to maintain a critical lens, as well as considering my analyses themselves as the product 
of the discourses (Jäger, 2001; Warburton, 2016). 
Methodologically, critical discourse informed approaches have been criticised 
for the limits to its applicability (Schofield, Tolson & Fleming, 2012) but also its 
unsystematic nature (Breeze, 2011; Kermode & Brown, 1996). The research was 
completed in a single healthcare trust and only in community mental health settings, 
therefore the generalisability and applicability could indeed be questioned. It is 
important to hold in mind that by focusing the research on smaller sets of discourse, 
more detailed (and less obvious) nuances of the conversation could be considered. 
Cheek (1999) made similar observations and argued such approaches can help clinicians 
to think about aspects of their practices and possible changes. 
Conclusion 
The results of the research are drawn from a social constructionist empirical paper, in 
which attitudes, social groups and identities are socially constructed, and a UK-specific 
qualitative systematic review. Taking this into consideration the results cannot be 
generalised to all members of staff working in community mental health settings and 
should be interpreted with caution. However, the research does provide illuminating 
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insights into staff views and opinions of team formulation. The research suggests that 
staff members find formulations helpful to themselves on both a personal level, 
validating their professionalism and helping them feel listened to, and on a service user 
level, broadening staff understanding and the exploration of therapeutic relationships. 
Power dynamics and hierarchy seemingly played an important role in both the 
relationship between staff and service users and the relationship between staff 
themselves. Future practice should place importance on the process of team 
formulations, consideration of the impact of power and help to negotiate some of the 
barriers highlighted to its use. Further research should focus on broadening the research 
field into other areas of mental health and encapsulating more professional discipline 
viewpoints alongside voices of service users. 
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Chapter Seven 
Researcher’s Reflections 
“You can never fully transcribe what someone else has just told you because you’re 
going to be influenced by your own views, your own prejudices, your own everything” 
– Community Mental Health Nurse, Focus Group Two. 
My Own Truth 
The focus of my research came from my experiences of the impact of formulation in 
mental health services. Throughout my career thus far I have felt that my own ‘truth’ 
regarding formulation has been that it undeniably has a positive impact on those who 
experience it, yet it still feels under researched and mythical to those outside of 
psychology. Within my reflective diary (Appendix K) I reflect on the experience of 
recruitment and the feelings of being surprised at how quickly I recruited for my 
empirical study, citing that it was: 
“my own bias thinking that formulation is not well explained to other disciplines 
and seems to sometimes be a bit of a ‘mystery’ to people outside psychology I 
assumed people would avoid it because they didn’t know what it meant.”  
I feel that my own views on formulation throughout this process have become 
more positive, myself referring to formulations at one point as a “cornerstone”, but my 
views on mental health services and institutional bodies have evolved to be more 
critical. The majority of discourses still related to institutional pressures bearing down 
on staff members and leaving them feeling that formulation was sometimes an extra 
‘tick box’ they did not have time to pursue. There is also a sense of power of conformity 
and hegemony of the medical model at times, which is interesting when considering 
throughout the groups medical professionals were usually referred to as their title (e.g. 
consultant or doctor) whereas psychologists were referred to by their profession or first 
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name. Indeed, similar institutional pressures were placed on me throughout this process. 
For example, at the beginning of the process I believed writing my empirical paper in 
the first person would be more in line with the study’s beliefs and values. Yet, as time 
moved along, I felt the institutional pressure to conform and present the ‘status quo’ 
resulting in my empirical paper taking the form of third person, a style which I am less 
comfortable writing in. 
Making Decisions 
The choice of methodology in this empirical paper felt very led by the topic. In 
my diary I describe picking a discursive approach because I felt that it “fit my idea of 
formulation quite well”. I wonder if this is because of the social constructionist nature 
of discourse analysis focusing on ‘truth’ being socially constructed through our 
interactions with others. The idea of what is ‘true’ being constructed through our 
interactions with others seems to be the basis of formulations, through formulations we 
discuss events in a person’s lives and shape the truth to fit the person. For example, if 
different professionals constructed a formulation with the same service user, each 
formulation would have a slightly different emphasis or lens placed upon it despite it 
having the same service user at its centre.  
Throughout my portfolio it also felt important to consider the power dynamics 
that play out in mental health services. In my experience of different mental health 
settings, power can manifest itself in various ways between members of staff and also 
between staff and the service user. Many of the findings of Staniszewska et al.’s (2019) 
study related to service user experiences of in-patient mental health services resonate 
with me, particularly those findings that consider the relationships between staff and 
service users and the innate power differentials that come with this. My own personal, 
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and my supervisors’, interest in power and hierarchy is the reason why the study utilised 
a critical discourse informed approach.  
Long road of analysis 
I feel my own opinions and viewpoints on formulation throughout the focus 
groups may have affected the participants social constructions of their own ‘truths’. 
Throughout my research diary I am continually surprised at the staff viewpoints; I’m 
surprised at the lack of experience some participants had with formulation, the lack of 
involvement of service users in their own formulations and the role of certain 
professionals within community mental health teams. I wonder at times whether this 
came across in my facilitation of the groups and what impact this may have had. I 
reflected on the fact that I was “shaping the truth in that moment” and decided to code 
my own inputs alongside the rest of the transcript.  
Piecing together the jigsaw 
At one point in my diary I reflect on the process of putting together the thesis 
portfolio and how each section may have impacted on the other: “I wonder how much 
[the empirical paper] affects the themes for my Thematic Synthesis”. During the course 
of my portfolio the first paper to be written was my empirical paper, and it makes me 
wonder how much of an impact the discourses and views that I had heard in the process 
of my focus groups affected the lens that I subsequently placed on my Thematic 
Synthesis in my systematic review.  
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usually permitted, on a limited basis, for the purposes of criticism and review 
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publishing open access. Read more on publishing agreements. 
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Data protection: 
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regular operations of the publication, including, when necessary, sharing with the publisher 
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You can learn more at https://authorservices.wiley.com/statements/data-protection-
policy.html. 
Preprint policy: 
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This journal will consider for review articles previously available as preprints. Authors may 
also post the submitted version of a manuscript to a preprint server at any time. Authors are 
requested to update any pre-publication versions with a link to the final published article. 
2. AIMS AND SCOPE 
Psychology and Psychotherapy: Theory Research and Practice is an international scientific 
journal with a focus on the psychological aspects of mental health difficulties and well-
being; and psychological problems and their psychological treatments. We welcome 
submissions from mental health professionals and researchers from all relevant 
professional backgrounds. The Journal welcomes submissions of original high quality 
empirical research and rigorous theoretical papers of any theoretical provenance provided 
they have a bearing upon vulnerability to, adjustment to, assessment of, and recovery 
(assisted or otherwise) from psychological disorders. Submission of systematic reviews and 
other research reports which support evidence-based practice are also welcomed, as are 
relevant high quality analogue studies and Registered Reports. The Journal thus aims to 
promote theoretical and research developments in the understanding of cognitive and 
emotional factors in psychological disorders, interpersonal attitudes, behaviour and 
relationships, and psychological therapies (including both process and outcome research) 
where mental health is concerned. Clinical or case studies will not normally be considered 
except where they illustrate particularly unusual forms of psychopathology or innovative 
forms of therapy and meet scientific criteria through appropriate use of single case 
experimental designs. 
All papers published in Psychology and Psychotherapy: Theory, Research and Practice are 
eligible for Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence 
Framework (REF). 
3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 
• Articles should adhere to the stated word limit for the particular article type. The 
word limit excludes the abstract, reference list, tables and figures, but includes 
appendices. 
Word limits for specific article types are as follows: 
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• Research articles: 5000 words 
• Qualitative papers: 6000 words 
• Review papers: 6000 words 
• Special Issue papers: 5000 words 
In exceptional cases the Editor retains discretion to publish papers beyond this length 
where the clear and concise expression of the scientific content requires greater length 
(e.g., explanation of a new theory or a substantially new method). Authors must contact the 
Editor prior to submission in such a case. 
 Please refer to the separate guidelines for Registered Reports. 
All systematic reviews must be pre-registered. 
4. PREPARING THE SUBMISSION 
Free Format Submission 
Psychology and Psychotherapy: Theory, Research and Practice now offers free format 
submission for a simplified and streamlined submission process. 
Before you submit, you will need: 
• Your manuscript: this can be a single file including text, figures, and tables, or 
separate files – whichever you prefer. All required sections should be contained in 
your manuscript, including abstract, introduction, methods, results, and 
conclusions. Figures and tables should have legends. References may be 
submitted in any style or format, as long as it is consistent throughout the 
manuscript. If the manuscript, figures or tables are difficult for you to read, they will 
also be difficult for the editors and reviewers. If your manuscript is difficult to read, 
the editorial office may send it back to you for revision. 
• The title page of the manuscript, including a data availability statement and your co-
author details with affiliations. (Why is this important? We need to keep all co-
authors informed of the outcome of the peer review process.) You may like to 
use this template for your title page. 
Important: the journal operates a double-blind peer review policy. Please anonymise 
your manuscript and prepare a separate title page containing author details. (Why is 
this important? We need to uphold rigorous ethical standards for the research we consider 
for publication.) 
• An ORCID ID, freely available at https://orcid.org. (Why is this important? Your 
article, if accepted and published, will be attached to your ORCID profile. 
Institutions and funders are increasingly requiring authors to have ORCID IDs.) 
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 To submit, login at https://www.editorialmanager.com/paptrap/default.aspx and create 
a new submission. Follow the submission steps as required and submit the manuscript. 
If you are invited to revise your manuscript after peer review, the journal will also request 
the revised manuscript to be formatted according to journal requirements as described 
below. 
Revised Manuscript Submission 
Contributions must be typed in double spacing. All sheets must be numbered. 
Cover letters are not mandatory; however, they may be supplied at the author’s discretion. 
They should be pasted into the ‘Comments’ box in Editorial Manager. 
Parts of the Manuscript 
The manuscript should be submitted in separate files: title page; main text file; 
figures/tables; supporting information. 
Title Page 
You may like to use this template for your title page. The title page should contain: 
• A short informative title containing the major key words. The title should not contain 
abbreviations (see Wiley's best practice SEO tips); 
• A short running title of less than 40 characters; 
• The full names of the authors; 
• The author's institutional affiliations where the work was conducted, with a footnote 
for the author’s present address if different from where the work was conducted; 
• Abstract; 
• Keywords; 
• Acknowledgments. 
Authorship 
Please refer to the journal’s Authorship policy in the Editorial Policies and Ethical 
Considerations section for details on author listing eligibility. When entering the author 
names into Editorial Manager, the corresponding author will be asked to provide a CRediT 
contributor role to classify the role that each author played in creating the manuscript. 
Please see the Project CRediT website for a list of roles. 
Abstract 
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Please provide an abstract of up to 250 words. Articles containing original scientific 
research should include the headings: Objectives, Design, Methods, Results, Conclusions. 
Review articles should use the headings: Purpose, Methods, Results, Conclusions. 
Keywords 
Please provide appropriate keywords. 
Acknowledgments 
Contributions from anyone who does not meet the criteria for authorship should be listed, 
with permission from the contributor, in an Acknowledgments section. Financial and 
material support should also be mentioned. Thanks to anonymous reviewers are not 
appropriate. 
Practitioner Points 
All articles must include Practitioner Points – these are 2-4 bullet point with the heading 
‘Practitioner Points’. They should briefly and clearly outline the relevance of your research 
to professional practice. (The Practitioner Points should be submitted in a separate file.) 
Main Text File 
As papers are double-blind peer reviewed, the main text file should not include any 
information that might identify the authors. 
The main text file should be presented in the following order: 
• Title 
• Main text 
• References 
• Tables and figures (each complete with title and footnotes) 
• Appendices (if relevant) 
Supporting information should be supplied as separate files. Tables and figures can be 
included at the end of the main document or attached as separate files but they must be 
mentioned in the text. 
• As papers are double-blind peer reviewed, the main text file should not include any 
information that might identify the authors. Please do not mention the authors’ 
names or affiliations and always refer to any previous work in the third person. 
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• The journal uses British/US spelling; however, authors may submit using either 
option, as spelling of accepted papers is converted during the production process. 
  
References 
References should be prepared according to the Publication Manual of the American 
Psychological Association (6th edition). This means in text citations should follow the 
author-date method whereby the author's last name and the year of publication for the 
source should appear in the text, for example, (Jones, 1998). The complete reference list 
should appear alphabetically by name at the end of the paper. Please note that for journal 
articles, issue numbers are not included unless each issue in the volume begins with page 
1, and a DOI should be provided for all references where available. 
For more information about APA referencing style, please refer to the APA FAQ. 
Reference examples follow: 
Journal article 
Beers, S. R. , & De Bellis, M. D. (2002). Neuropsychological function in children with 
maltreatment-related posttraumatic stress disorder. The American Journal of 
Psychiatry, 159, 483–486. doi:10.1176/appi.ajp.159.3.483 
Book 
Bradley-Johnson, S. (1994). Psychoeducational assessment of students who are visually 
impaired or blind: Infancy through high school (2nd ed.). Austin, TX: Pro-ed. 
Internet Document 
Norton, R. (2006, November 4). How to train a cat to operate a light switch [Video file]. 
Retrieved from http://www.youtube.com/watch?v=Vja83KLQXZs 
Tables 
Tables should be self-contained and complement, not duplicate, information contained in 
the text. They should be supplied as editable files, not pasted as images. Legends should 
be concise but comprehensive – the table, legend, and footnotes must be understandable 
without reference to the text. All abbreviations must be defined in footnotes. Footnote 
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symbols: †, ‡, §, ¶, should be used (in that order) and *, **, *** should be reserved for P-
values. Statistical measures such as SD or SEM should be identified in the headings. 
Figures 
Although authors are encouraged to send the highest-quality figures possible, for peer-
review purposes, a wide variety of formats, sizes, and resolutions are accepted. 
Click here for the basic figure requirements for figures submitted with manuscripts for initial 
peer review, as well as the more detailed post-acceptance figure requirements. 
Legends should be concise but comprehensive – the figure and its legend must be 
understandable without reference to the text. Include definitions of any symbols used and 
define/explain all abbreviations and units of measurement. 
Colour figures. Figures submitted in colour may be reproduced in colour online free of 
charge. Please note, however, that it is preferable that line figures (e.g. graphs and charts) 
are supplied in black and white so that they are legible if printed by a reader in black and 
white. If an author would prefer to have figures printed in colour in hard copies of the 
journal, a fee will be charged by the Publisher. 
Supporting Information 
Supporting information is information that is not essential to the article, but provides greater 
depth and background. It is hosted online and appears without editing or typesetting. It may 
include tables, figures, videos, datasets, etc. 
Click here for Wiley’s FAQs on supporting information. 
Note: if data, scripts, or other artefacts used to generate the analyses presented in the 
paper are available via a publicly available data repository, authors should include a 
reference to the location of the material within their paper. 
General Style Points 
For guidelines on editorial style, please consult the APA Publication Manual published by 
the American Psychological Association. The following points provide general advice on 
formatting and style. 
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• Language: Authors must avoid the use of sexist or any other discriminatory 
language. 
• Abbreviations: In general, terms should not be abbreviated unless they are used 
repeatedly and the abbreviation is helpful to the reader. Initially, use the word in full, 
followed by the abbreviation in parentheses. Thereafter use the abbreviation only. 
• Units of measurement: Measurements should be given in SI or SI-derived units. 
Visit the Bureau International des Poids et Mesures (BIPM) website for more 
information about SI units. 
• Effect size: In normal circumstances, effect size should be incorporated. 
• Numbers: numbers under 10 are spelt out, except for: measurements with a unit 
(8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 
gerbils). 
Wiley Author Resources 
Manuscript Preparation Tips: Wiley has a range of resources for authors preparing 
manuscripts for submission available here. In particular, we encourage authors to consult 
Wiley’s best practice tips on Writing for Search Engine Optimization. 
Article Preparation Support: Wiley Editing Services offers expert help with English 
Language Editing, as well as translation, manuscript formatting, figure illustration, figure 
formatting, and graphical abstract design – so you can submit your manuscript with 
confidence. 
Also, check out our resources for Preparing Your Article for general guidance and 
the BPS Publish with Impact infographic for advice on optimizing your article for search 
engines. 
5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS 
Peer Review and Acceptance 
Except where otherwise stated, the journal operates a policy of anonymous (double blind) 
peer review. Please ensure that any information which may reveal author identity is blinded 
in your submission, such as institutional affiliations, geographical location or references to 
unpublished research. We also operate a triage process in which submissions that are out 
of scope or otherwise inappropriate will be rejected by the editors without external peer 
review. Before submitting, please read the terms and conditions of submission and 
the declaration of competing interests. 
We aim to provide authors with a first decision within 90 days of submission. 
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Further information about the process of peer review and production can be found in ‘What 
happens to my paper?’ Appeals are handled according to the procedure recommended 
by COPE. Wiley's policy on the confidentiality of the review process is available here. 
Clinical Trial Registration 
The journal requires that clinical trials are prospectively registered in a publicly accessible 
database and clinical trial registration numbers should be included in all papers that report 
their results. Authors are asked to include the name of the trial register and the clinical trial 
registration number at the end of the abstract. If the trial is not registered, or was registered 
retrospectively, the reasons for this should be explained. 
Research Reporting Guidelines 
Accurate and complete reporting enables readers to fully appraise research, replicate it, 
and use it. Authors are encouraged to adhere to recognised research reporting standards. 
We also encourage authors to refer to and follow guidelines from: 
• Future of Research Communications and e-Scholarship (FORCE11) 
• The Gold Standard Publication Checklist from Hooijmans and colleagues 
• FAIRsharing website 
Conflict of Interest 
The journal requires that all authors disclose any potential sources of conflict of interest. 
Any interest or relationship, financial or otherwise that might be perceived as influencing an 
author's objectivity is considered a potential source of conflict of interest. These must be 
disclosed when directly relevant or directly related to the work that the authors describe in 
their manuscript. Potential sources of conflict of interest include, but are not limited to: 
patent or stock ownership, membership of a company board of directors, membership of an 
advisory board or committee for a company, and consultancy for or receipt of speaker's 
fees from a company. The existence of a conflict of interest does not preclude publication. 
If the authors have no conflict of interest to declare, they must also state this at submission. 
It is the responsibility of the corresponding author to review this policy with all authors and 
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collectively to disclose with the submission ALL pertinent commercial and other 
relationships. 
Funding 
Authors should list all funding sources in the Acknowledgments section. Authors are 
responsible for the accuracy of their funder designation. If in doubt, please check the Open 
Funder Registry for the correct nomenclature: https://www.crossref.org/services/funder-
registry/ 
Authorship 
All listed authors should have contributed to the manuscript substantially and have agreed 
to the final submitted version. Authorship is defined by the criteria set out in the APA 
Publication Manual: 
“Individuals should only take authorship credit for work they have actually performed or to 
which they have substantially contributed (APA Ethics Code Standard 8.12a, Publication 
Credit). Authorship encompasses, therefore, not only those who do the actual writing but 
also those who have made substantial scientific contributions to a study. Substantial 
professional contributions may include formulating the problem or hypothesis, structuring 
the experimental design, organizing and conducting the statistical analysis, interpreting the 
results, or writing a major portion of the paper. Those who so contribute are listed in the 
byline.” (p.18) 
Data Sharing and Data Accessibility 
Psychology and Psychotherapy: Theory, Research and Practice recognizes the many 
benefits of archiving data for scientific progress. Archived data provides an indispensable 
resource for the scientific community, making possible future replications and secondary 
analyses, in addition to the importance of verifying the dependability of published research 
findings. 
The journal expects that where possible all data supporting the results in papers published 
are archived in an appropriate public archive offering open access and guaranteed 
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preservation. The archived data must allow each result in the published paper to be 
recreated and the analyses reported in the paper to be replicated in full to support the 
conclusions made. Authors are welcome to archive more than this, but not less. 
All papers need to be supported by a data archiving statement and the data set must be 
cited in the Methods section. The paper must include a link to the repository in order that 
the statement can be published. 
It is not necessary to make data publicly available at the point of submission, but an active 
link must be included in the final accepted manuscript. For authors who have pre-registered 
studies, please use the Registered Report link in the Author Guidelines. 
In some cases, despite the authors’ best efforts, some or all data or materials cannot be 
shared for legal or ethical reasons, including issues of author consent, third party rights, 
institutional or national regulations or laws, or the nature of data gathered. In such cases, 
authors must inform the editors at the time of submission. It is understood that in some 
cases access will be provided under restrictions to protect confidential or proprietary 
information. Editors may grant exceptions to data access requirements provided authors 
explain the restrictions on the data set and how they preclude public access, and, if 
possible, describe the steps others should follow to gain access to the data. 
If the authors cannot or do not intend to make the data publicly available, a statement to 
this effect, along with the reasons that the data is not shared, must be included in the 
manuscript. 
Finally, if submitting authors have any questions about the data sharing policy, please 
access the FAQs for additional detail. 
Publication Ethics 
Authors are reminded that Psychology and Psychotherapy: Theory, Research and 
Practice adheres to the ethics of scientific publication as detailed in the Ethical principles 
of psychologists and code of conduct (American Psychological Association, 2010). The 
Journal generally conforms to the Uniform Requirements for Manuscripts of the 
International Committee of Medical Journal Editors (ICJME) and is also a member and 
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subscribes to the principles of the Committee on Publication Ethics (COPE). Authors must 
ensure that all research meets these ethical guidelines and affirm that the research has 
received permission from a stated Research Ethics Committee (REC) or Institutional 
Review Board (IRB), including adherence to the legal requirements of the study county. 
Note this journal uses iThenticate’s CrossCheck software to detect instances of overlapping 
and similar text in submitted manuscripts. Read Wiley’s Top 10 Publishing Ethics Tips for 
Authors here. Wiley’s Publication Ethics Guidelines can be found here. 
ORCID 
As part of the journal’s commitment to supporting authors at every step of the publishing 
process, the journal requires the submitting author (only) to provide an ORCID iD when 
submitting a manuscript. This takes around 2 minutes to complete. Find more information 
here. 
6. AUTHOR LICENSING 
If a paper is accepted for publication, the author identified as the formal corresponding 
author will receive an email prompting them to log in to Author Services, where via the 
Wiley Author Licensing Service (WALS) they will be required to complete a copyright 
license agreement on behalf of all authors of the paper. 
Authors may choose to publish under the terms of the journal’s standard copyright 
agreement, or OnlineOpen under the terms of a Creative Commons License. 
General information regarding licensing and copyright is available here. To review the 
Creative Commons License options offered under OnlineOpen, please click here. (Note 
that certain funders mandate a particular type of CC license be used; to check this please 
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agreement allows for self-archiving of different versions of the article under specific 
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Open Access fees: Authors who choose to publish using OnlineOpen will be charged a 
fee. A list of Article Publication Charges for Wiley journals is available here. 
Funder Open Access: Please click here for more information on Wiley’s compliance with 
specific Funder Open Access Policies. 
7. PUBLICATION PROCESS AFTER ACCEPTANCE 
Accepted Article Received in Production 
When an accepted article is received by Wiley’s production team, the corresponding author 
will receive an email asking them to login or register with Wiley Author Services. The 
author will be asked to sign a publication license at this point. 
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Once the paper is typeset, the author will receive an email notification with full instructions 
on how to provide proof corrections. 
Please note that the author is responsible for all statements made in their work, including 
changes made during the editorial process – authors should check proofs carefully. Note 
that proofs should be returned within 48 hours from receipt of first proof. 
Publication Charges 
Colour figures. Colour figures may be published online free of charge; however, the 
journal charges for publishing figures in colour in print.  When your article is published in 
Early View in Wiley Online Library, you will be emailed a link to RightsLink for Author 
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issue. Before we can publish an article, we require a signed license (authors should login or 
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Access and Sharing 
When the article is published online:  
• The author receives an email alert (if requested). 
• The link to the published article can be shared through social media. 
• The author will have free access to the paper (after accepting the Terms & 
Conditions of use, they can view the article). 
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nominate up to ten colleagues to receivea publication alert and free online access 
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To find out how to best promote an article, click here. 
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news stories for your research – so you can help your research get the attention it 
deserves. 
Measuring the Impact of an Article 
Wiley also helps authors measure the impact of their research through specialist 
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Appendix C 
Research and Ethical Approval 
Faculty of Medicine and Health Sciences Research Ethics Committee 
 
Rebecca Bealey MED  
19 February 2019  
Dear Rebecca  
Title: We are all full of discourses that we only half understand and half mean': 
Discursive analysis of staff views on personal stories in Mental Health Services  
Reference: 201819 - 006  
Thank you for your response to the recommendations from the FMH Ethics Committee to your 
proposal. I have considered your amendments and can now confirm that your proposal has 
been approved.  
Please can you ensure that any further amendments to either the protocol or documents 
submitted are notified to us in advance, and also that any adverse events which occur during 
your project are reported to the Committee.  
Approval by the FMH Research Committee should not be taken as evidence that your study is 
compliant with GDPR and the Data Protection Act 2018. If you need guidance on how to make 
your study GDPR compliant, please contact your institution’s Data Protection Officer.  
Please can you also arrange to send us a report once your project is completed. Yours 
sincerely  
 
Professor M J Wilkinson 
Chair, FMH Research Ethics Committee 
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Appendix E 
Focus Group Guide 
Moderators Guide 
- Introduction:  
o Summary of the study and what it will be examining 
o Including obtaining full consent 
o Reminder of confidentiality 
o Try not to use identifying features/labels such as names 
- Warm-up 
o Discussion of previous uses of formulations and what their experiences 
may be 
o How formulation is currently used in the team 
- Clarification of terms 
o Possible clarification of what formulation is? 
- Easy and non-threatening questions 
o How might formulations help practice? 
- More difficult questions 
o Potential barriers to formulations in practice? 
- Wrap-up 
o Summary of what was discussed? 
- Member check and closing statements (debrief) 
o Checking in with how people feel about the study 
o Re-iterate confidentiality 
o Remind of deadline with which to withdraw 
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Appendix F 
Email of Introduction to Gatekeepers 
Dear whomever it may concern, 
 
I am a Trainee Clinical Psychologist training within University of East Anglia and I am 
going to be completing my thesis research project into staff opinion on the use of 
formulations and personal stories in general mental health community team practice. I 
am writing to you as the CTL of such a service in the hope that you would be interested 
in your team taking part in the research. 
 
The research study would involve a group of approximately eight different professionals 
coming together to discuss their views on the use of formulations with service users and 
whether they see any barriers or enablers to their use in practice. I am hoping for these 
discussions to be around 60-90 minute in length and am flexible to attend during time 
put aside for reflection or to treat the group as a working lunch. I have attached the 
patient information sheet about the study, as this may be helpful for further clarification 
of the study objectives.  
 
Taking part in the research is voluntary and if you would prefer for your team not to be 
included, please just let me know. There is also a potential for the group to be cancelled 
if the research study reaches maximum capacity before the current focus group can take 
place.  
 
Due to ethical reasons I am unable to approach members of staff directly without having 
consent from them to do so, therefore I would greatly appreciate it if you could circulate 
the attached participant information sheet and ask interested participants to complete the 
consent to contact form that is also attached to this email. If there are participants 
willing to take part could you please let me know and I will collect the consent to 
contact forms. 
 
Best wishes, 
 
Rebecca Bealey 
 
Trainee Clinical Psychologist 
Great Yarmouth & Waveney Services 
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Appendix G 
Participant Information Sheet 
Staff Views on Personal Stories in Community Mental Health Services 
I would like to invite you to take part in a research study. Before you decide you need to 
understand why the research is being done and what it would involve for you. Please 
take time to read the following information carefully. Ask questions if anything you 
read is not clear or you would like more information. Take time to decide whether or 
not to take part.  
 
Purpose of the Study 
I am a Trainee Clinical Psychologist and as part of my studies I am required to 
undertake a piece of research. The study aims to looks at staff opinions on the use of 
formulations and personal stories in general mental health community team practice 
 
Why have you been invited? 
The study is recruiting members of staff, who currently work in a multi-disciplinary, 
community mental health team. Members of staff currently working in a multi-
disciplinary team are being recruited as the method of examining the data will also look 
at how the team interacts with each other. All disciplines of staff are invited to take part 
as this accurately reflects the diversity of a real community mental health team. 
 
Do I have to take part? 
No, taking part in the study is completely voluntary and your own choice. At the 
beginning of the focus groups we will describe the study and go through the information 
sheet, which we will give to you. We will then ask you to sign a consent form to show 
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you agreed to take part. You are free to withdraw until the end of the debrief which will 
take place after the focus groups, withdrawal cannot be facilitated after this point as data 
will be anonymised at the point of transcribing and identities will not be able to made 
through the audio recording. 
 
What will happen to me if I take part? 
The study consists of participating in a focus group. This will involve you, and 
approximately six other colleagues, gathering to discuss formulations and personal 
stories in a group setting. These groups will be audio recorded to aid data collection; 
however the data will be anonymised and you will not be identifiable in the final 
research project. These groups will last approximately 60-90 minutes. After this, 
participants will be offered a final debrief of the study and will be invited to receive a 
summary of the completed research. Refreshments will be provided at the end of the 
focus group. 
 
The data collected from these focus groups will be examined by the researchers, which 
includes me and one other co-researcher working in my field. The analysis will look at 
themes discussed and also the manner in which these are discussed.  
 
What the possible disadvantages and risks of taking part? 
Participants may feel uncomfortable discussing their current practice in a group setting, 
however all data collected is confidential and the participants will not be identifiable in 
the final research.  
 
What are the possible benefits of taking part? 
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We cannot promise the study will directly benefit you, but the information we get from 
the study will help to increase the understanding of formulation and its current use in 
practice. It is hoped that by increasing our understanding of this area, practice will be 
improved by helping all staff become involved in personal story and formulation 
development. 
 
What if there is a problem? 
If you have a concern about any aspect of this study, you should ask to speak to the 
researcher who will do their best to answer your questions. The lead researcher can be 
contacted through email; r.bealey@uea.ac.uk 
If you remain unhappy and wish to complain formally you can do this through the 
University of East Anglia by contacting Professor Niall Broomfield 
(N.Broomfield@uea.ac.uk) 
 
Will my taking part in the study be kept confidential? 
Data will be stored on one-drive (which is approved by the NHS Trust). Only data that 
is required for the study will be collected to comply with GDPR data minimisation 
requirements. All data will be anonymised as the transcript of the group is created, 
therefore any stored data will be anonymous. All anonymised data will be stored for 10 
years after the end of the study to comply with research data storage protocols. At the 
end of the 10 years the data will be destroyed. 
 
The University of East Anglia is the sponsor for this study based in the United 
Kingdom. We will be using information from you in order to undertake this study and 
will act as the data controller for this study. This means that we are responsible for 
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looking after your information and using it properly. The University of East Anglia will 
keep identifiable information about you 10 years after the study has finished. 
 
Your rights to access, change or move your information are limited, as we need to 
manage your information in specific ways in order for the research to be reliable and 
accurate. If you withdraw from the study, we will keep the information about you that 
we have already obtained. To safeguard your rights, we will use the minimum 
personally-identifiable information possible. 
 
You can find out more about how UEA manages Personal Data by contacting UEA 
Data Protection Team (dataprotection@uea.ac.uk) 
 
Further information and contact details 
The researcher can be contacted at r,bealey@uea.ac.uk, if the participant has any further 
questions.  
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Appendix H 
Consent to Contact Form 
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Appendix I 
Consent to Participate Form 
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Appendix J 
Lay Summary of Research 
What do we mean by ‘formulation’ 
A formulation usually means a story or narrative which helps us to understand a 
person’s difficulties. Formulations are usually written. 
Formulations are often used by psychological therapists to help them and the service 
user understand their history and experiences. 
Formulations can be a helpful tool for anyone working in mental health to understand a 
person’s journey and, often, what is important to them and why. 
 
Why was this study done?  
Formulations are generally considered to be good practice but there are many different 
ways people think about them and use them. 
Often services do not use or find it difficult to use formulations and the reasons why are 
not well understood.  
  
What will the researchers do?  
The researchers will gather groups of mental health professionals from community 
mental health teams and ask them about their experiences of formulations.  
The groups will also be asked what the current issues with using formulations might be.  
The content of these groups will then be looked at by the researcher to see if there are 
any main themes throughout.  
These main themes will then be summarised and reported.  
  
What’s the point? 
It is hoped that the research will help to improve the practise of mental health staff by 
exploring  
staff views and opinions on using formulations and what might make it difficult (or 
easy) for them.  
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Appendix K 
Reflective Diary 
Trying to understand discourse analysis (1.10.18 until the end of time…) 
Met with N today to talk about discourse analysis (DA) and which approach to take etc. 
slightly overwhelming to think of all the different intricacies that have to be considered 
and just how in-depth it all goes! N’s study sounded fascinating and the power 
dynamics etc. that she was talking about is leaning me towards doing critical discourse 
analysis… Strikes me that it is slightly like English Literature studies that takes a body 
of text and analyses it for themes, different methods of descriptions etc. that the author 
has used except for spoken language. Feels very different to some of the other 
quantitative research that I’ve done in the past that has pretended that the researcher has 
no bias on the outcome and embraces this more. Ns going to send me some articles to 
start reading and start understanding a bit more of what goes on… 
 
I picked DA because it sounded interesting and that it fit my idea of formulation quite 
well – it sounded like a method that embraced the idea of researcher bias whilst picking 
up on participants unintended actions and meanings. Never knew it would be quite so 
full on and now I’m realising why everybody warned me not to do it! 
 
Getting participants – AAH! (24.05.19) 
Something I thought about before the first group, when I was surprised at how many 
people signed up to the study. Why do people want to take part? I was very surprised at 
how quickly people signed up – possibly my own bias thinking that formulation is not 
well explained to other disciplines and seems to sometimes be a bit of a ‘mystery’ to 
people outside psychology I assumed people would avoid it because they didn’t know 
what it meant.  
 
Struck me how busy staff members are when trying to organise the focus groups – 
nobody could do the same time as each other and I begin to wonder whether I’ll ever get 
everyone in the same focus group. I’ve deliberately chosen a time I know most people 
have a lunch break after staff meetings – Are these people even breaking for lunch or 
are they so busy that they work through it? When hearing previously that most 
clinicians don’t carry out research, I assumed this was because recruitment was 
difficult, and nobody wanted to take part – however having recruited for this study I’m 
beginning to wonder if its more just about the time and focus of clinicians. If they’re so 
busy firefighting and working maybe research that would improve that is at the bottom 
of their lists? 
 
First Focus Group (16.07.19) 
Poor turn out for first focus group partly due to participants being unwell or being too 
busy to attend. Brief chat before transcription started with participants who did show up 
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– believe that the poor turn out is a reflective of the stress of the current climate in the 
trust. People being burnt out and too busy to do things that may inform their practice. 
 
Felt under pressure myself to ‘get it done’ and wondered if I was picking up on the 
overall atmosphere of the team and the pressures they were under. Surprised at the lack 
of experience the participants had with formulation (mainly one) considering the person 
is expected to case manage quite complex service users. Felt that there were things that 
participants did not feel comfortable sharing on tape due to fear of retribution, 
especially one participant who did not have a positive viewpoint on formulations.  
 
Surprised at the lack of involvement by service users in their own formulations and the 
one example that was used showed the service user as almost a passive recipient of the 
care and just being ‘present’ rather than involved? Interesting that it was too 
overwhelming for them due to the amount of people – indicates no prior preparation 
before the formulation meeting and also possibly that there were people in the meeting 
who did not need to be there and were added extras to add to the number of attendees? 
That sense of tick boxing so that everyone can say they were there to add to their notes 
– rather than a sense of involvement and team/multidisciplinary working. 
 
Mental health nurse as dominant figure, marginalised narratives of AP and 
CarersAssesor? But then that could be due to experience rather than anything else. 
 
Second Focus Group (23.07.19) 
Really glad that I offered lunch to my focus groups! After a bit of running around to 
organise people I was only missing one participant who apologised and said she may 
join late. Made me understand what it must feel like working there – running around 
after everyone and everyone being too busy to ‘spare the time’. Already had to give 
reassurances to the participants who attended that I’d be prompt and end on time 
because they all had to be somewhere else. Felt like everything was a bit of a squeeze to 
fit in. 
 
Sounds funny but I think offering lunch really helped – I’m also glad that I allowed the 
participants to eat during the focus group rather than asking that they wait until the end 
or have it at the beginning. I think it ‘loosened’ something up and everyone felt really 
relaxed after the first 20 minutes or so. Some of the nurse’s viewpoints were surprising 
– C.A.R.E particularly surprised me; I’d heard this before when working in inpatient, 
but I was surprised that the individual felt comfortable enough to say it in a recorded 
focus group. Made me wonder about, although everyone laughed when the participant 
said it, was it actually a joke or had it become so entrenched that people just accepted it 
without thinking? 
 
Once again everyone said that the service user was not to be included in the formulation 
– even hinting that they may suffer from trauma if this happened?? Much in the same 
vein as secondary trauma, I think this is something people worry about more than it 
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actually happens. Formulation appears to have become a ‘tick box’ something that 
people can do to make sure all avenues are covered before discharged? Beginning to 
wonder whether the psychologists in these teams are either promoting psychological 
thinking and the culture has not yet shifted or whether psychologists are complicit in 
this thinking? 
 
Also surprised at the role of the OT in the team. The OT role seems to have blurred and 
merged with that of a nurse. Made me wonder,  in a different research study, whether it 
would be interesting to look at professional roles and boundaries and whether OT’s feel 
qualified to be doing this job or unskilled in more OT specific activities? 
 
Transcribing (will it ever end) 
Started transcription and although it is going faster than I expected it is still taking a 
long time. I’m having to have regular breaks because my concentration begins to 
wander, and I just end up typing gibberish rather than keeping up with what the people 
are saying. My wrists are sore from leaning on the laptop and I’m beginning to wonder 
if I can get repetitive strain injury in all 10 fingers because that would be awkward for 
when I’m on placement! It has made me realise just how intricate spoken language is 
and just how many different themes and meanings can be communicated in the 
unspoken parts. The amount of seemingly awkward laughter there is throughout is 
interesting and the times where there is a silence and I can remember someone 
mouthing something to someone else that they obviously didn’t want recorded verbally. 
Also reading between the lines is interesting – like with the discussion in the first focus 
group about medical doctors and how they must be really busy and there phone never 
stops beeping, although reading this on paper it may seem like the person has empathy, 
when hearing it is clear the person feels annoyance and conveys a deeper message of 
hierarchies.  
 
Myself as a researcher (10.09.19) 
Beginning to code the transcripts and becoming aware of my impact on the discourses 
that are spoken about. Aware that in the first focus group I potentially interrupted too 
quickly (such as at 3.41) being too eager to summarise and guide the discussion rather 
than being neutral. Do I code my own responses? I am shaping the truth in that moment 
so maybe my own interruptions should be coded alongside the rest of the transcript. 
Finding it difficult to separate myself from the data – but then within discourse analysis 
this is acceptable as it is my own perspective and my own take on the data that is 
important. Reflecting on what N said regarding it being about me putting my own peg 
in the ground and not claiming this reflects what everyone else is thinking but that it 
reflects what I think.  
 
Aware that as a trainee psychologist I feel I influenced what others may have been 
saying or thinking. Especially now I’m listening to the first focus group back again and 
there were a few times, nurses especially when they referred to me as a psychologist. 
Wonder whether that impacted people’s ability to be honest or whether because I was 
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‘just a trainee’ they felt that they could be open and honest. But again, maybe they felt 
willing to engage because something might change from it if it’s a psychologist 
conducting the researcher? 
 
Coding the first focus group (23.08.19) 
First focus group is very focused on setting goals and moving forward in formulations, 
whether that fits in with discharge or not. Does not align with my own thoughts on 
formulation as an ongoing process that can be reviewed – does not feel comfortable for 
me especially when one participant said that they would not want the history included 
because they did not see how that was beneficial. Felt tension between participants 
particularly in relation to bringing in other members of staff to the formulation 
meetings. 
 
Decided that I need to establish more of a context behind the teams and what they’re 
access to training etc. has been in regard to formulation. It seems that many staff think 
of formulation as like a professional’s meeting set up that just requires people to be 
present. Also shocked at how little the SU’s are involved in their own formulations. 
Some staff felt actively against this. 
 
Still coding the first focus group (18.09.18) 
Pleased at how much input the carers assessor had into the group because I felt that they 
were contributing something valuable and felt that carers have previously potentially 
been overlooked. Interesting reaction to the medical doctors being present in 
formulations. Nobody refers to the psychologist as a doctor – cultural context that a 
doctor means a medical doctor. Seen as too busy to attend – but nobody mentioned the 
value of their input? It did not seem that people were upset that they would not have 
input but maybe that is because it’s an accepted way of being in the team? 
 
Coding the second focus group (27.09.19) 
Second focus group is much more focused on formulation as being beneficial to them 
and their work with service users. In comparison to the first focus group which was 
more focused on goals and moving forward. Second focus group much more reflective 
and focused on reflecting on the SU’s progress and thinking about what they could be 
doing differently this far. 
 
“You can never fully transcribe what someone else has just told you 
because you're going to be influenced by you're own views your own 
prejudices you're own everything” - CMHN 
 
Above is the best quote of the focus group so far to summarise what DA is all about! 
Thinking about putting it in the title of the paper, it’s like the person knew what the ins 
and outs of DA were (which they might know). 
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Still coding the second focus group (1.10.19) 
Just restarted coding the second focus group again. It’s an interesting perspective on 
formulation that people have that they’re almost not for ‘risky’ situations and should 
be kept there for when the staff is stuck rather than the service user...? Interesting 
quote from nurse that basically said there was no point doing them repeatedly 
because what changes? That’s an interesting thought because I feel like people change 
every day that they exist and particularly when working with service users the 
formulation is always changing because they tend to be people with a lot of 
experience. 
 
It’s interesting because when I ask in the group “what makes a formulation a 
formulation” they all give answers that I would expect someone to give about a 
formulation like about the client being the centre about looking for patterns and a 
discussion. Yet they’ve spent the last 33 minutes talking about excluding the service 
user and (especially in the first focus group) excluding the persons history because it 
should be goal focused? Makes you think that the concept and the good heartedness is 
there, but the concept is not played out in practice. Perhaps because of the other 
constraints that they’ve discussed. Maybe because of the constraints and the current 
political climate of the trust formulations have become a risk management/discharge 
tool, even though people do understand them. If this was true is it something training 
would fix? 
 
Coding the third focus group (19.10.19) 
Felt like I’ve ignored my thesis what with all the other bits of work going on but trying 
to get back into it now! 
The third focus group does feel a bit like it has a ‘healthier’ (if that’s the right word) 
view on formulation at the beginning. People seem gutted that certain formulation 
slots have been taken away, but then other participants are saying that these were 
stopped because of a lack of attendance – cognitive dissonance around how people 
feel about formulations? Saying they’re really helpful but then not attending them 
when they have a chance? One of the psychological therapists really hit the nail on its 
head when he said that the meetings were just becoming ‘professional meetings’ 
rather than formulations which is the sense I’ve got from the other groups too. 
 
There’s also this sense kind of thread going through all the groups that formulation is 
for the ‘complex’ and the ‘risky’ rather than for everyone. Which is interesting if you 
think of formulation in terms of storytelling – that everyone has a story to tell. But in 
this case, you’re stories only worth(?) listening to or people will only take the time to 
listen if its associated with mental health complexity and risk. Kind of makes me think 
of the way that we set services up in general, many tier three services won’t accept 
referrals from people who are low risk or ‘simple’. So, your worthiness for intervention 
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is at times based on your risk? I wonder how that would reflect on the model (????) 
which talks about applying the extremes of mental health to the general population. 
Rather than focusing on applying a model of wellness we’re applying a model of 
sickness to everyone. 
 
Interesting slightly negative view of medic model and ‘consultants’… view of them 
potentially taking over formulations and making them ‘too medical’? 
 
Still coding the third focus group (22.10.19) 
Much talk about fragmentation in the third focus group. Fragmentation of notes, 
fragmentation of roles, fragmentation of people’s stories… wonder if the team is 
fragmented and that’s why it’s being reflected on lots of different areas? 
 
At 57 minutes there’s a bit where one of the nurses is reaching for a snack and another 
nurse picks her up on it and it feels awkward like a confrontation. Wonder if this is 
reflective of the relationships in the team – whether the strain of burnout is reflecting 
in how the team works together. Interestingly it’s between the clinical nurse specialist 
and the nurse who described leaving the team... Use of the word darling, passive 
aggressive? 
 
Hegemony – Medical model? Everybody in a society acquiesces in one way or another 
to a dominant person or social group 
 
Beginning to organise the chaos (5.11.19) 
Beginning to put together different codes to unpick dominate discourses. There’re 
many themes related to staff difficulties, or potential burnout. I’ve identified different 
strands such as formulation as being “absolving” or an “added extra”. Beginning to 
realise that personally I am shocked by the lack of... respect I guess for the concept of 
formulation. Some people see it as just something to do but as a trainee it feels like an 
important cornerstone of our work... 
 
Six Themes have emerged (11.11.19) 
I realise that I’ve got engrossed in putting the discourse topics together that I’ve 
neglected to talk about the process of doing so. I’ve ended up with four major 
discourse topics related to staff burnout, exclusion of service users, role of power and 
hierarchy and the power of storytelling. I’ve also identified two less prominent 
discourses of transference/process type discussions and formulation of the team and 
the service being at the forefront. I’m surprised at how readily the discourses map 
onto my own understanding of some of the difficulties of formulation – but then 
maybe I should not be surprised as I alone have shaped them and are lensed through 
my own views and opinions. 
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I think putting quotes in the titles of the discourse sections in the results should be 
more engaging to the reader and some of them are bomb shells like “nobody’s ever 
spent that time talking to me”. I have also realised that the themes are generally quite 
positive towards the service user (other than the exclusion of service user topic) which 
surprises me after getting lost in the rabbit warren of negative themes that arose. 
Putting it together now to send a draft to my supervisor. 
 
Draft sent! (15.11.19) 
Just sent a draft to my supervisor and it feels like a fledgling has left the nest! 
 
Been neglecting my work lately… (07.01.20) 
Cannot believe its 2020 already! 
Due to personal reasons I’ve been neglecting my work lately but ready to crack on with 
some corrections and to re-engage again with the work. 
Started making corrections to my SECOND DRAFT of my empirical but having to do 
them in blue because I’ve shuffled so many things around! 
 
Finished first complete draft (7.02.20) 
Just completed first complete draft of my portfolio and I cannot believe how well it has 
come together! The themes from my systematic review really do flow through to my 
empirical paper. I suppose I should not be surprised because I must have had the ideas 
in my mind from my empirical to inform my systematic review – I wonder how much 
that affects the themes for my Thematic Synthesis… 
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Appendix L 
Example from Transcript with Topics (Empirical Paper) 
Excerpt of transcript from Focus Group 2 with relevant highlighting of topics 
Start 
Time 
End 
Time Transcript Speaker Topics 
12:31.2 13:00.0 
But al-also (.) if that does 
happen and °you know° you 
explain that and you 
discharge it (0.2) the client 
than you can (.) call home 
treatment and say listen 
we've had this meeting this 
formulation you know (.)  
unfortunately we can't provide 
their needs can't be met met 
we're just letting you know 
because it will escalate 
because obviously you're not 
doing you're not saving↑ me 
CMHN2 
Staff as the 
experts 
13:00.0 13:00.8 
Mm Researcher
1 
 
13:00.8 13:14.5 
So I'm just gonna go an::d do 
what I've got to do I want 
psychology that’s the answer 
t:o my prayers however 
unfortunately it’s not 
CMHN2 Lacking 
Service User 
Empathy 
 
Us and them 
– Power 
Hierarchy 
13:14.5 13:20.4 
Mmm (0.2) and are the 
service users normally 
involved in the formulations (.) 
o:::r would you do them just 
with staff 
Researcher
1  
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13:20.4 13:21.0 
[I normally do them just with 
staff] 
CMHN3 Service user 
exclusion 
13:21.0 13:22.0 
[Just with staff] CMHN2 Service user 
exclusion 
13:22.0 13:23.0 
[Yeah just with staff] OT1 Service user 
exclusion 
13:23.0 13:35.6 
Yeah never never had a 
service user involved their 
°obviously the outcomes and 
everything gets actioned 
afterwards and we'll speak to 
them and said we've had-
we've had a meeting we've 
had this kind of professional's 
meeting talk about ya↑ um 
here's what we're we're going 
to move on for but yeah 
generally their not involved in 
that° 
AP2 
Us and them 
– Power 
hierarchy 
 
Staff as the 
experts 
 
Service user 
exclusion 
13:39.7 13:41.1 
But we do feed it back don't 
we? 
CMHN2 Service user 
exclusion 
13:41.1 13:41.9 Yeah  AP2  
13:41.9 13:48.8 
So you know I'm wondering 
why this is um (0.3) °you 
know but that’s helpful as 
well° 
CMHN2 
 
13:48.8 13:50.9 
Yeah (.) and are there 
benefits↑ to them not being 
there? 
Researcher
1 
 
13:50.9 13:53.8 
Probably traumatise them  CMHN2 Formulation 
as 
traumatising 
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13:53.8 13:55.0 °I wonder whether it would 
yeah°  
OT1  
13:55.0 13:55.3 Yeah AP2  
13:55.3 13:56.0 Because you literally talking 
about them 
OT1  
13:56.0 14:08.9 
If you're saying in front of em 
they they want this holy grail 
of psychology which is going 
to fix everything and then 
you've got a psychologist 
going actually they wouldn't 
be able to tolerate that if they 
were there they'd be going 
↑yes I would you need to fix 
me so I can't really see how 
that would be beneficial in 
their best interest 
CMHN2 Doing to not 
doing with 
 
Staff as the 
experts 
 
Formulations 
as 
traumatising 
 
Service user 
exclusion 
14:15.4 14:22.2 
I think in in this area of work 
there is times when you do 
need meetings without the 
service user  
AP2 Us and them 
– Power 
hierarchy 
 
Formulations 
as an aide for 
staff 
 
Service user 
exclusion 
14:22.2 14:22.3 Yeah OT1  
14:23.2 14:44.0 
You know as much as you 
can try and involve them but I 
think there's times especially 
with a formulation that they do 
°do need to be put to one 
side and we do have that 
professionals discussion um 
around em° but obviously all 
that needs to be fed back but 
I think it would definitely be 
AP2 Us and them 
– Power 
hierarchy 
 
Lacking 
service user 
empathy 
 
Staff as the 
experts 
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more therapeutic and you'd 
get more out of it in a group 
because sometimes you you 
can hold back some 
information when a service 
user's there↑  
Service user 
exclusion 
14:44.0 14:44.8 Yeah OT1  
14:44.8 14:54.7 
That maybe like you either 
need to talk about some 
sensitive information u:m so 
to be open and honest and 
get a full account I think they 
do need to be away from that 
meeting but obviously you 
need to feed back that  
AP2 Us and them 
– Power 
hierarchy 
 
Service user 
exclusion 
 
 
14:54.7 15:12.7 
Especially depending on their 
insight as well because if 
they're if ↑your talking about 
saying someone who hears 
voices saying look they're 
hearing this voice but to them 
(.) this is a very real thing 
what you're effectively saying 
into that service users mind is 
I don't believe what you're 
saying I don't believe that you 
can hear this 
CMHN3 
Discourses of 
illness 
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Appendix M 
Table with Topics from Discourse Analysis 
Discourses Major topics Topics 
The role of power 
and hierarchy 
Power and Hierarchy Lack of doctor involvement 
Professional roles 
Psychology top up 
Role of the psychologist 
Us and them – power hierarchy 
Formulations in 
teams and 
services 
Service Level Between service tension 
Formulation as perspective gathering 
Formulation for consistency 
Formulations to prevent ‘splitting’ 
Fragmentation of viewpoints 
Record keeping 
Service level formulation 
Team working 
Staff struggles, 
burnouts and 
constraints 
Staff Burnout Case management 
Consultation rather than formulation 
Doing to not with 
Formulation as security ‘just in case’ 
Formulation as a stand-alone action 
Formulation as a time for reflection and 
pause 
Formulation as absolving staff 
Formulation as an ‘action’ and ‘tick 
box’ 
Formulation as an aide for staff 
Formulation as unimportant 
Formulation’s as pressure for staff 
Formulations as an ‘added extra’ and a 
‘luxury’ 
Goals 
Informal formulation (outside meetings) 
Lacking SU empathy 
Making a difference (Staff) 
Next steps 
Peer support 
Staff as advocates 
Staff as the experts (rather than the 
service user) 
Staff burnout 
Staff guilt 
Staff hopelessness 
Staff reassurance 
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Staff reflection 
Time and other constraints 
Staff Burnout and 
constraints 
Formulation as constraining 
Formulation as rigid 
Formulations as negative events 
Formulations as traumatising 
Justification of lack of Service user 
Service user exclusion 
The importance of 
story telling 
Story Telling Being about the person 
Collaboration 
Formulation as ‘unsticking’ 
Formulation as a process 
Formulation as evolving 
Formulation as story telling 
Formulations needing to be joint 
Historical information used in 
formulations 
Hypothesising 
Making a difference 
Pattern formulating 
Service user empathy 
Service user empowerment 
Subjectivity 
Staff transference 
and consideration 
of process 
Transference Communication 
Endings 
Therapeutic relationships 
Transference reflections 
Trauma and 
Exclusion of the 
individual 
Trauma and 
Exclusion 
Discourses of diagnosis 
Discourses of illness 
Discourses of risk 
Formulations for complex people 
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Appendix N 
Systematic Review CASP Quality Assessment 
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Appendix O 
Excerpt of example systematic review paper with coding for Thematic Synthesis
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Appendix P 
Summary of Studies Included in Systematic Review 
 
Authors Title Analysis Context 
Beardmore (2016) 
Psychological formulation 
in a community learning 
disability team 
Thematic Analysis 
Community team for people with learning disabilities (age range 
not specified) 
Open-ended questionnaire qualitatively analysed 
Number of participants not detailed 
Bensa & Aitchson 
(2016) 
An evaluation of inpatient 
staff perceptions of 
psychological formulation 
meetings 
Thematic Analysis 
Two 14 bedded male and female acute inpatient units based 
within a large NHS Mental Health Trust 
Open-ended questionnaire qualitatively analysed 
N = 23, 12 from female ward, 11 from male ward. Six 
participants were unqualified, and 17 participants were qualified 
(no information provided regarding gender) 
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Blee (2015) 
Community mental health 
team members' perceptions 
of team formulation in 
practice 
Thematic Analysis 
 
Three community mental health teams (including one assertive 
outreach team and one early intervention for psychosis team) 
Three focus groups and three interviews conducted. N= 12, three 
psychologists, seven community psychiatric nurses, one 
occupational therapist and one support time recovery worker (no 
information provided regarding gender) 
Christofides et al. 
(2012) 
Chipping in': Clinical 
psychologists' descriptions 
of their use of formulation 
in multidisciplinary team 
working 
Thematic Analysis 
Adult mental health services, including community mental health 
teams, assertive outreach, rehabilitation and recovery, forensic 
services, early intervention in psychosis, an acute inpatient ward, 
and a high dependency inpatient ward 
Interviews qualitative analysed 
N= 10, six female and four males  
Eyres & McKay 
(2011) 
Qualitative evaluation of a 
case consultation group 
within a multidisciplinary 
home treatment team 
Thematic Analysis 
Home treatment team situated within an urban community 
mental health team 
Interviews qualitative analysed 
N = 11, six community psychiatric nurses, one team leader, two 
support workers, two social workers and a specialist registrar 
 
Harris-Waller & 
Jacyna (2014) 
Using a solution-focused 
model for case discussion 
with non-psychology 
colleagues 
Content Analysis 
Early Help Team (no further information provided) 
Open ended questionnaire qualitatively analysed 
N= 6 (no further information provided) 
STAFF VIEWS ON FORMULATIONS IN MENTAL HEALTH SERVICES 173 
Harrison et al. 
(2018) 
Team psychological 
formulations in assertive 
outreach teams: Evaluating 
staff experiences. 
Thematic Analysis 
 
Assertive Outreach team  
Interviews qualitative analysed 
N = 25, 11 male and 14 females. 12 community mental health 
nurses, six healthcare support workers, three occupational 
therapists, two psychiatrists, one team manager and one social 
worker.  
Kellet et al. (2014) 
Team consultancy using 
cognitive analytic therapy: 
a controlled study in 
assertive outreach. 
Content Analysis 
NHS Assertive Outreach team 
Interviews qualitative analysed 
N = 15 (no further information provided) 
King (2016) 
Psychological formulation 
in residential teams 
working with people with 
dementia: an exploration of 
multidisciplinary views 
using Q-methodology 
Q-methodology 
Conducted across a number of independent sector 
residential/nursing homes, NHS mental health care teams and 
Staffordshire University. 
Interviews qualitatively analysed  
N= 17, five residential staff members, 10 clinical psychologists 
and two other mental health professionals (not specified) 
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Lewis-Morton et al. 
(2017) 
Co-producing formulation 
within a secure setting: A 
co-authorship with a 
service user and the clinical 
team 
Thematic Analysis 
Secure inpatient service (no further information) 
One focus group 
N= 5, one psychologist, one service user, one psychosocial 
recovery worker, one senior nurse, one psychiatrist (no 
additional information provided regarding gender) 
Manuel (2016) 
Multidisciplinary team 
members' experiences of 
team formulation: a 
thematic analysis 
Grounded Theory 
 
Two adult mental health teams (one community setting and one 
inpatient) 
Semi-structured interviews qualitative analysed 
N= 10, eight females and two males. Three members of staff 
from an Independent Living Support Service, two occupational 
therapists, two staff nurses, one ward manager, one deputy ward 
manager and an activities co-ordinator 
Stratton & Tan 
(2019) 
Cognitive analytic team 
formulation: learning and 
challenges for 
multidisciplinary inpatient 
staff 
Thematic Analysis 
Tier four inpatient unit for women with a diagnosis of 
personality disorder 
Semi-structured interviews analysed qualitatively 
N= six, all female. Two from a nursing background, two allied 
health professionals, one management, one support worker. 
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Turner et al. (2018) 
Team formulation in an 
assessment and treatment 
unit for individuals with 
learning disabilities: An 
evaluation through staff 
views. 
Thematic Analysis 
Seven-bedded inpatient Assessment and Treatment Unit for 
individuals with learning disabilities who display behaviours that 
challenge and/ or may be experiencing mental health difficulties 
Open ended questionnaire qualitative analysed 
N= 15 (completed anonymously so no further information 
provided) 
Walton (2011) 
Complex case consultation 
forums: A thematic 
analysis 
Thematic Analysis 
Complex case consultation forums (CCCF) in the adult network 
(including inpatient and community) 
Qualitative analysed CCCF outcome reports  
N= 89. 58 reports from community settings, 31 from inpatient 
settings. 58 CCCF reports concerned female cases and 31 male 
cases. 
Weedon (2017) 
Multidisciplinary team 
members' experiences of 
team formulation: a 
thematic analysis 
Thematic Analysis 
Four Early Intervention In psychosis teams across two NHS 
trusts 
Semi-structured interviews qualitatively analysed 
N= 11, six female and five males. Eight nurses and three 
occupational therapists were included. 
Wood (2016) 
Clinical psychologists' 
experiences of moving 
towards using team 
formulation in 
multidisciplinary settings 
Thematic Analysis 
NHS Adult Mental Health settings, including seven community 
mental health teams, two rehabilitation and recovery units, two 
outreach and recovery teams. 
Semi-structured interviews qualitative analysed 
N= 12 clinical psychologists, eight female and four males.  
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Appendix Q 
Second investigator ratings of systematic review articles 
 
Authors Title Analysis Quality Appraisal 
Eyres & McKay 
(2011) 
Qualitative evaluation of a 
case consultation group 
within a multidisciplinary 
home treatment team 
Thematic Analysis 
High-quality design and methodology. No in-depth discussion of 
analysis process does clarify that the findings were clarified with 
team. 
Findings are related back to research aims but no evidence for 
researcher’s arguments or discussion of credibility 
Valuability of research not discussed 
Limited ethical consideration but informed consent is discussed 
 
Harrison et al. 
(2018) 
Team psychological 
formulations in assertive 
outreach teams: Evaluating 
staff experiences. 
Thematic Analysis 
High-quality design and method 
Data analysis not rigorous, uses quotes to support themes but 
unclear as to how these quotes were selected 
No discussion of credibility, but some explanation of findings in 
relation to research question 
Valuability of research well discussed 
Ethical consideration given in detail 
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Appendix R 
Systematic Review Quality Appraisals 
Study Quality Appraisal 
Beardmore (2016) Moderate 
Bensa & Aitchson (2016) Poor 
Blee (2015) High 
Christofides et al. (2012) High 
Eyres & McKay (2011) Poor 
Harris-Waller & Jacyna (2014) High 
Harrison et al. (2018) High 
Kellet et al. (2014) Moderate 
King (2016) High 
Lewis-Morton et al. (2017) Moderate 
Manuel (2016) High 
Stratton & Tan (2019) High 
Turner et al. (2018) Moderate 
Walton (2011) Poor 
Weedon (2017) High 
Wood (2016) High 
 
